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)astric hyperacidity checkmated: 
-ute or chronic gastric hyperacidity 
an now be held in check both day and 
night, with Gelusil and the new for- 
mulation, Gelusi#l-Lac. 

Sustained daytime antacid protection: 
The sustained action of magnesium 
trisilicate and specially prepared alu- 
minum hydroxide gel restores and 
maintains the gastric pH within the 
normal range, without overneutraliz- 
ing or alkalizing. Gelusil thus avoids 
the twin dangers of acid rebound and 
systemic alkalosis. 


Extended nighttime protection: Gelusil- 
Lac combines the proven antacid action 
of Gelusil plus the sustained buffering 
effect of specially prepared high pro- 
tein (low fat) milk solids. The formula 


o pass “the acid test” day and night 


is designed to prevent the onset of 
gastric pain at night, especially 
“middle-of-the-night” attacks. 


Nonconstipating: Gelusil’s aluminum 
hydroxide component is of a low order 
of chemical reactivity, hence the for- 
mation of astringent — and constipat- 
ing — aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoon- 
fuls of Gelusil liquid two hours after 
eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful 
provides: 7/2 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping 
tablespoonful stirred rapidly into one- 
half glass (4 fl. oz.) of cool water. ( Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 
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Ritalin 
psychomotor 
stimulant 









Serpasil Serpatilin 
emotional 
stabilizer 


tranquilizer 


To induce emotional equilibrium in those who swing from 
anxiety to depression, Serpatilin combines the relaxing, tran- 
quilizing action of Serpasil with the mild mood-lifting effect 
of the new cortical stimulant, Ritalin. In recent months, 
numerous clinical studies have indicated the value of com- 
bining these agents for the treatment of various disorders 
marked by tension, nervousness, anxiety, apathy, irritability 
and depression. Arnoff.! in a study of 51 patients, found the 
combination of definite value in a variety of complaints, 
noting no effect on blood pressure or heart rate. Lazarte and 
Petersen? also found Serpatilin effective in counteracting the 
side effects of reserpine and chlorpromazine. They reported: 
“The stimulating effect of Ritalin seemed complementary to 
the action of reserpine ... in that it brought forth a better 
quality of increased psychomotor activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, 
M. C.: Personal communication, 


T.M 


serpatilin. 


(reserpine and methyl-phenidylacetate hydrochloride C!BA) 


2/2280m 


of 
ally 
uM 
rder 

for- 
pat- 
mal. 
90n- 
ifter Serpatilin Tablets, 
oro- 0.1 mg./10 mg., 
nful each containing 
; 0.1 mg. Serpasil® 
cate (reserpine CIBA) 
gel. and 10 mg. 

—- Ritalin® hydro- 
pIng chloride (methyl- 
one- phenidylacetate 
Pro- hydrochloride CIBA). 
ets.) Dosage: 1 tablet 

b.i.d. or t.i.d., 
adjusted to the 
individual. 
SUMMIT, N, J. 
June 1956, Vol. 2, No. 6 











“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 





Improve the prognosis in fractures with 





“Premarin” with Methyltestosterone 





Healing of fractures is often delayed because impairment of osteo- 
blastic activity due to declining sex hormone function causes the bone 
matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to 
combined estrogen-androgen therapy. The prognosis for bone recalci- 
fication is good provided treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New 
York, The Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 
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for the treatment of 

* AMENORRHEA 
FUNCTIONAL UTERINE BLEEDING 
HABITUAL ABORTION 
LOBULAR HYPERPLASIA 
PREMENSTRUAL TENSION 


CONDOS tea 


4, 


ined. C Hrogeiltwne 


y 
f 
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More acceptable 

Avoids pain and inconvenience of injection 
. insures better patient cooperation than 

any other dosage form. 


More dependable 
Response is more predictable than with oral, 
or buccal and sublingual therapy. 


More economical 
Cost is low in terms of greater patient benefits 


“Colprosterone” Vaginal Tablets — Brand of 
progesterone U.S.P. presented in a specially 
formulated base to insure maximum absorption 
and utilization. 





Complete dosage regimens for above indications are outlined in descriptive 
literature. Write for your copy. 


Supplied: No. 793—25 mg. tablets (silver foil). 
No. 794—50 mg. tablets (gold foil). 
Boxes of 30 and Combination Package of 15 tablets with applicator 


Each tablet is individually and hermetically sealed. Presented 
in strips of 3 units, detachable as required. 
6614 AYERST LABORATORIES «+ New York, N. Y. « Montreal, Canada 
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ACTH 


q 2 days 


rather than q 12 h 





By adsorption of ACTH on zinc hydrox- 
ide, Cortrophin-Zinc permits extension of 
— ACTH activity for a period of | to 3 days. 
° oy ° 
Vil CYGY This minimizes the therapeutic “ups and 
downs” which may occur during ACTH- 
, in-gel therapy and provides smooth corti- 
ld cotropin action fora truly extended period. 


W, 7 Cortrophin-Zinc is easier to handle than 
Y. r gelatin preparations. An aqueous suspen- 


sion, it flows easily through a 26-gauge 


OL NC needle, eliminating preheating, clogging 


syringes, and heavy-gauge needles that 
add to the pain. 

Cortrophin-Zinc is supplied in 5 cc vials 
each cc containing 40 U.S.P. units of cor- 
ticotropin with 2 mg. of zinc. 


CORTROPHIN’ ZINC 


a development of Organon Inc. 
ORANGE, N. J. 


*T.M.—Cortrophin Available in other countries as Cortrophine-Z +Patent Pending 
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Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
licaion, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustration or draw- 
ings are especially desired. 
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yaw nergy patients need a lift 


® What with sneezing, wheezing and scratch- 

ing, being allergic is fatiguing business. As 

a result your hypersensitive patients suffer 

esmunaties tcidindabebedtin’ from emotional depression in addition to 
phenidylacetate hydrochloride CIBA) their allergic symptoms. 


Now, with Plimasin, you can give these 
patients a lift — and obviate sedative side 
effects. Plimasin is a combination of a proved 
antihistamine and Ritalin—a new, mild psy- 
chomotor stimulant. Pilmasin not only re- 
lieves the symptoms of allergy but counter- 
acts depression as well. 
DOSAGE: 1 or 2 tablets every 4 to 6 hours if 
necessa ry. 
TABLETS (light blue, coated), each containing 
25 mg. Pyribenzamine® hydrochloride (tripel- 
ennamine hydrochloride CIBA) and 5 mg. Rita- 
Ccisa lin® hydrochloride (methyl-phenidylacetate 
SUMMIT, N.J. hydrochloride CIBA) 


2/2267 
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Advisory Board 


Resident 


Anesthesiolo 
J. Adriani, M. 
Anesthesiology, 
New Orleans. 


Max S. Sadov 
of Anesthesiology, 


Dermatology 
Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N. Y. U. Postgraduate 
Medical School. 


Medicine 

William B. Bean, M.D., Professor of 
Medicine, Univ. of Iowa Medical School. 
Charles Davidson, M.D., Assoc. Profes- 
sor of edicine, Harvard Medical 
School. 

C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 

John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 
Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 


Director, Dept. of 
harity Hospital of 


-D., Director, Dept. 
niv. of Illinois. 


Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division, 
Bellevue Hospital Center. 
spatetrios-Gynccsiony 


Alan F. Guttmacher, M.D., Director, 
Dept. of Obstetrics -~ | Gynecology, Mt. 
Sinai Hospital, N. Y. C 


Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical School. 
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Pathology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 

James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 

ney 

Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 
Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 
ical Superintendent, Bellevue Hospital 
Center. 


Surgery 
Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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Century x-ray unit you'd soon know 
why this remarkable "new way. in x-ray" 
machine has come so far so fast. 


If you could visit h\ with a user of the Picker Anatomatic 


— a 
He'd gg tell you first how incredibly easy it is to use 
(just dial the body part and set its thicknessee,. 


ss 


then press the button). He might sigh with 
relief at having no charts to consult, no 
calculations to make (the anatomatic 
principle does all the tedious "figgerin” 
for you). 


He'd probably show you how good 
&@ radiograph he gets every time 





He might even touch on the peace-of-mind 
that comes of having a local Picker 
office so near, with a trained Picker 
expert always on call for help and counsel 





and there'd be no mistaking 
the light in his eye when it 
falls on the handsome big-name 
unit whose fine appearance 
adds so much to the 
impressiveness of his office. 





P.S. Somewhere along the line the matter of price would 


come up .e. he'd most likely comment on how little he pai 
to get so much. Or he might even be among those who rent 
their x-ray machine (Picker has an attractive rental pla 


you know). 


P.P.S. Next best thing is to call your local Picker man in and 
let him tell you about this great new machine (find him in your 
‘phone book) or write Picker X-Ray Corporation, 25 South Broadway, 
White Plains, N. Y. 


Advertisement 
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. lridotomy: 


(Answer on page 1|30) 
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ACROSS 


Soluble starch, 
made by — 
or treating wit 
hydrochloric acid 
A glucoside from 
baptisia 

Syno- 


nym 
9. Barbed fish spear 


A solution of 
chloretone 

—-y, pertaining 
to bacteria 
Relating to a 
small air sac 
Isomeric sub- 
stance 


. A substance in- 


jurious to health 
or dangerous to 
life 


24. 


25. 


26. 


. Pertaining to iso- 


meres 


. A substance, re- 


sembling bacter- 
ial toxins, found 
in the fluids of 
certain animals 


A divalent radi- 
cal which forms 
salts with acids 


A white odorless 
soluble powder, 
made by the re- 
action of glycerin 
and ammonium 
chloride during 
distillation 


Hysterical simula- 
tion of organic 
disease 
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27 


28. 


nN 


w 


“Status quo,” 

condition un- 

changed 

An appliance for 

holding @ loose 

tooth in position 

until it has be- 

come firm 
DOWN 

. A complex urea 


derivative em- 
ployed in the 
treatment of try- 
panosomiasis 


. Pertaining to a 


stimulus which is 
just strong enough 
to excite a tissue, 
nerve, or muscle 


15. 
17. 


18. 
. Ophthalmologist 
21. 


23. 


An italian an- 
atomist associated 
with a valve at 
the lower end of 
the nasolacrima! 
duct 


. The circular ori- 


fice in the center 
of the iris 


. To set apart 
. The birth of non- 


viable fetus (PI.) 
What surgeons do 
The embryonic 
auditory vesicle 
Injurious 


A climbing plant 
(2 wds.) 
To care for a 
patient 
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BRISTOL, TENNESSEE 


NEW YORK 


SAN FRANCISCO 





for antiarthritic therapy 


SA ThCoO rT * 


That cortisone and the salicylates have a complementary 
action has been well established.'® In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “By a judicious combination of the two 
agents .. . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.” 


INDICATIONS: 
Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


EACH TABLET CONTAINS: 


Cortisone acetate ....... 2.5 mg. 
Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60 mg. 
(equivalent to 50 mg. ascorbic acid) 
Calcium carbonate ...... 60 mg. 
1. A.: Treatment of Rheumatoid 


Busse, E 

Arthritis by a Combination of Cortisone and 

—— Clinical Med. 11:1105 (Nov., 
5) 


2. Roskam, J., VanCawenberge, H.: Abst. in 
JAMA, 151:248 (1953 
3. Coventry, M.D.: Proc. Staff Meet., Mayo 
KANSAS CITY Clinic, 29:60 (1954) 


Holt, K.S., et al.: Lancet, 2:1144 (1954) 
a, T.D., et al.: J.A.M.A., 159:645 (Oct. 
15, 1955) 


wo 








a “judicious combination...” § ’ 





a 
U.S. Pat. 2,691,602 





The S. E. Massengill company 
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‘iewbox Diagnosis | 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 
1. Rickets 3. Syphilis 


2. Scurvy 1, Heavy metal poisoning 


(Answer on page 130) 





at. 2,691,662 


|| 
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Dosage forms: 





| McNEIL | 


LABORATORIES, INC. 
PHILADELPHIA 32, PENNSYLVANIA 








CLISTIN «= 


(Carbinoxamine Maleate, McNeil) 


Tablets Clistin Maleate, 4 mg. 

Tablets Clistin R-A (repeat action), 8 mg. 

Elixir Clistin Maleate, 4 mg. per 5 cc. 

Clistin Expectorant 

Tablets Clistanal (Clistin Maleate, 2 mg. plus APC) 
1. Johnson, H. J., Jr.: Clinical Evaluation of a New Anti- 


histaminic: Clistin Maleate, Amer. Pract. & Digest. Treat. 
5 :862 (Nov.) 1954. 


2. Council on Pharmacy & Chemistry: New and Non- 
official Remedies, 1955, Philadelphia, J. B. Lippincott Co., 
1955, p. 8. 


3. Beale, H. D., et al.: Clistin Maleate. A Clinical Appraisal 
of a New Antihistaminic, J. Allergy 25:521 (Nov.) 1954. 








TODAY’S COLLEGE GRADUATES HAVE 
BIGGER FAMILIES—PLANNED BIG 


VEN COLLEGE GRADUATES, tradition- 
E ally the low-birthrate group, are 
having big families today. Planning them 
bigger. A survey just completed among 
29,494 graduates of 178 colleges shows 
that the men of the class of ’45 have 
families averaging 70% larger than those 
of the class of ’36 in the ten years after 
graduation.’ 

Want big, but spaced, families — When 
these wives come to you for contracep- 
tive advice so that they can space their 
large families, they want to be sure that 
the recommended method really gives 
them protection. You can give them this 
assurance with diaphragm and _ jelly — 
the preferred technique for women of 
high varity. These patients | may not be 
= we protected by use of jelly alone, 
a method that seems better suited to 
low-parity women. In urban population 
groups using the diaphragm-jelly meth- 
od, unplanned pregnancy occurred only 
“once in ten to 15 years.’” 

Security plus comfort - RAMSES® 
Diaphragm and Jelly assure comfort as 





well as peace of mind for your patient. The 
cushioned, flexible rim of the RAMSES 
Diaphragm permits complete freedom 
of movement, causes no irritation 
RAMSES Jelly,* a “10-hour jelly,” 
quickly immobilizes sperm and occludes 
for a full ten hours 


When patients learn that for more than 
30 years physicians have relied on 
RAMSES Diaphragms and Jelly to help 
plan families — big families — they will 
feel confident of receiving sound advicc 
RAMSES “TUK-A-WAY’”® Kit #701 
(diaphragm, introducer and jelly in a 
neat zippered bag), RAMSES Dia 
phragms 50-95 millimeters in size, 
RAMSES Jelly in 3 and 5 oz. tubes. 

1. College Study Report: Population Bulletin 
11:45 (June) 1955. 2. Tietze, C., in Dickin- 
son, R. L.: Techniques of Conception Control, 


ed. 3, Baltimore, Williams & Wilkins Co., 
1950, pp. 55-57. 

RAMSES and TUK-A-WAY”’ are registered trad 

t Julius Schmid, In 

*Active agent, dodecaethyleneglyco!l monolaurat 


in a base of long-lasting barrier effectivene 


JULIUS SCHMID, Inc. 


423 West 55th Street, New York 19, N. Y. 
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we 


when vomiting 


threatens life... 


THORAZI 


° 


a prompt, effective antiemetic 


‘Thorazine’ is available in ampuls, tablets and syrup 


(as the hydrochloride), and in suppositories (as the base). 


“Thorazine’ should be administered discriminately 
and, before prescribing, the physician should be fully 
conversant with the available literature. 


jor emereenci altways carry 


ipuls in your bae 


Smith, Kline & French Laboratories, Philadelphia 


*T. M. Reg. U. S. Pat. Off. for chlorpromazine, S. K. F. 





more effective than one 
or two pints of tap water 
or salt solution 





FLEET°’ENEMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet )...gentle, prompt, thorough 
.. and less irritating than soap suds enemas. 


Established 1869 
Cc. B. FLEET CO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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WITH BONAMINE 


BRAND OF MECLIZINE HYDROCHLORIDE 


longest-acting motion-sickness remedy’ effective in low dos- 
age...controls motion sensitivity symptoms in minutes...one dose usually 
prevents motion sickness for 24 hours. 


in recommended dosage Bonamine is notably free from 


side reactions... supplied as: BONAMINE TABLETS, scored, tasteless, 
25 mg.... BONAMINE CHEWING TABLETS, pleasantly mint flavored, 25 mg. 
*Trader 
Navy, Air Force Mot ess Team: J.A.M.A. 160:755 (March 3) 195¢ 


° 
Pfizer) PFizeR LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y 


—_— 





Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


Used Car 


I thought both your articles on 
used cars were the best I have ever 
read on the subject. The checklist 
on inspecting a car for bugs was 
especially valuable. Thank you for 
sending the journal to me. 

W. Lewis Mangrum, M.D. 


Ann Arbor, Michigan 


Photo Contest 
Since photography have been my 
hobby for a number of years, I am 
very much in favor of Dr. Ayre’s 
suggestion for a photography con- 
test. I think it will give all camera 
fans incentive to produce something 
more than the ordinary snapshot. 
As for categories, I would suggest: 
1. Your hospital—it could include 
the grounds, recreation facili- 
ties, fellow-workers at play or 
work etc. 
. Pictorial 
. Children 


. Pets or animals in general 


wh 


un 


. Medical photography 








If possible, I think a section on 
color transparencies would interest 
many. 

Richard Pastorello, M.D 
Cambridge City Hospital 
Cambridge 39, Massachusetts 
Dr. Pastorello’s letter is typical oj 
many received on this subject. We 
are in the process of setting up a 
photo contest. Any other suggestions 


as to categories will be appreciated. 


Alien Physicians 


Much has been said about alien 
physicians in the different medical 
journals. One of these articles writ 
ten by Dr. Harold S. Diehl, Dr. 
Edwin L. Crosby and Paul K. Kaaet- 
zel appeared in the September 4. 
1954 issue of the Journal of the 
American Medical Association. | 
quote, in part, from this article: 
“For the most part, alien physicians 
were found to be receiving training 
in general hospitals chiefly those 
without major teaching affiliations. 


Continued on page 26 
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the logical drug to use first'/ for petit mal epilepsy 


MILONTIN stsrenston 
(phensuximide, Parke-Davis) 
five years of study confirm’* 


effective in the petit mal triad - least toxic of all anti-epileptic drugs - free from side effects 


In patients with mixed grand mal—petit mal epilepsy, compatibility 
permits use of MILONTIN with Dilantin® Sodium (diphenylhydantoin sodium, 
Parke-Davis) or with Dilantin Sodium with Phenobarbital. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000; also available as MILONTIN Suspension (250 mg. per 4 cc 
in 16-ounce bottles. Detailed information upon request, or from your Parke-Davis representative 


1. Davidson, D. T., Jr.; Lombroso, C., & Markham, C. H.: New England J. Med. 253:173, 1955 
2. Zimmerman, F. T.: New York J. Med. 55:2338, 1955. 
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WHAT IS THE DIFFERENCE 


BETWEEN A TRANQUILIZER 
AND A SEDATIVE? 





Comparison of the effect of Raudixin (tranquilizer) and a 


barbiturate (sedative) on the cortical electroencephalogram 


Nh POI JANE 














rrr, AP ran yin, (Ary 


After Raudixin. E. E. G. not altered. 


After barbiturate. Typical ‘“‘spindling”’ effect. 


Because barbiturates and other sedatives depress the 
cerebral cortex, the sedation achieved is accompanied 
by a reduction in mental alertness. 

Raudixin acts in the area of the midbrain and dien- 
cephalon, and does not depress the cerebral cortex. 
Consequently, the tranquilizing (ataractic) effect 
achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 
DOSAGE: 100 meg. b.i.d. initially; may be adjusted within a 
range of 50 mg. to 500 mg. daily. Most patients can be ade- 
quately maintained on 100 mg. to 200 mg. per day. 


SUPPLY: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 


50v0. 





Squibb Quality—the Priceless Ingredient 


Resident Physician 








‘ess the 
npanied 


id dien- 


cortex. 


effect 


within a 
be ade- 


1000 and 


hysician 














9 





OPENING AN OFFICE 
A. S. Aloe Company has a plan to help you 


Since 1860 A. S. Aloe Company has helped three generations 
of physicians open their offices. Whether you plan to begin 
practice or re-equip an office. we can serve you. 

A National Institution: We have 13 shipping points; more 
than 200 representatives with residences near you. 
Equipment Check Lists. Cover everything required to outfit 
your office, from hypodermic needles to X-ray machines, 
with both itemized and total cost. 

Planning Service. Suggested room layouts scaled to size 
to help you evaluate your needs. 

Tailored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
Location Service. Aloe representatives know of many attrac- 
tive locations for beginning practice. A statement of your 
preferences will be published to our field force. Write or 
see your local representative for details. 


ae A. S. ALOE COMPANY 


1831 OLIVE ST., ST. LOUIS 3. MO. 
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LOS ANGELES PHOENIX SAN FRANCISCO SEATTLE DENVER MINNEAPOLIS 


KANSAS CITY DALLAS NEW ORLEANS ATLANTA MIAMI WASHINGTON, D. C. 


Continued from page 


“Over 60% of all interns and res- 
idents were in non-teaching hospi- 
tals. 

“Alien physicians were found to 
be concentrated in tuberculosis hos- 
pitals, where accounted for 
almost half of the house staffs. They 


comprised over one-quarter of the 


they 


house staffs in non-teaching hospi- 


tals and almost one-quarter of the 
mental hospitals. 
“However, 


they represented a 


much smaller 


proportion of the 
staffs of teaching hospitals — an 
average of 12%.” 


When the authors say “teaching 


hospitals,” they mean only those 
which serve as major teaching hos- 
pitals for medical schools. 

We could then imagine the limited 
number of physicians that may be 
trained in such institutions 


graduates. of 


cee Even 
American medical 
take their intern- 
ship training at hospitals which are 
“non-teaching.” 


schools have to 


In foreign countries, the consular 
offices have a list of those hospitals 
approved by the state department 
for such training. Most of these are 
“non-teaching” hospitals since uni- 
versity hospitals or so-called teach- 
ing hospitals would not be _ inter- 
ested in admitting foreign students, 
due to the fact that they do not 
have room to train their own 
dents in their hospitals. 


stu- 
Another reason contributory may 
be to most foreign trained physi- 


cians in non-teaching hospitals is 


26 


the financial status. Most of the so | 
called non-teaching hospitals offer 
slightly than the 
University hospitals. Some students 


higher stipends 
are handicapped by such problems, 
especially those who come from 
countries where there is control of 
monetary exchange. Although, they 
may be allowed to have some money 
sent to them from home, their gov- 
ernments control the transfer of 
such funds making it difficult for 
them. Therefore, it is impossible for 
alien physicians, although desirous 
to learn, to train in university hos- 
pitals. 

After all, it is not the school that 
makes the physician (although it 
may help in some instances) but it 
is the MAN himself. 

Jose Aq. Aquino, M.D. 
Hartland Medical Center 


Newark 7, New Jersey 


Mediquiz 
Though the first line of Question 
+20 (you have two marked “21”) 
is missing in the April Mediquiz 
from the should 
that was in- 
volved. Is that correct? 

James L. Watts, M.D. 
Los Angeles, Calif. 
Absolutely right. The question 
should have been preceded by “Car- 
cinoma of the testicle seems to oc- 
cur most commonly in . 


section, answer I 


imagine carcinoma 


.” If our 
readers can get the answers without 
our even completing the questions, 
perhaps we'll have to make the 
Mediquiz a bit tougher. 
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Tetracycline Lederle 
in the treatment of 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis 
has become commonplace technique in sur- 
gery since ACHROMYCIN has been available. 
Leading investigators have documented 
such findings in the literature. 


ror example, Albertson and out’ have 
reported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot’ and his 
associates used tetracycline in success- 
fully treating patients with subcutaneous 
abscesses, cellulitis, carbuncles, infected 
lacerations, and other conditions. 


As a prophylactic and as a therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetri- 
cians, and physicians in every branch of 


medicine. This modern antibiotic offers 
rapid diffusion and penetration, quick de- 
velopment of effective blood levels, prompt 
control over a wide range of organisms, 
minimal side effects. There are 21 dosage 
forms to suit every need, every patient, 
including 


ACHROMYCIN SF 


ACHROMYCIN with Stress FORMULA VITA- 
MINS. Broad-range antibiotic action to fight 
infection; important vitamins to help speed 
normal recovery. In dry-filled sealed cap- 
sules for rapid and complete absorption, 
elimination of aftertaste. 


filled seal:d capsules 


‘Albertson, H. A. and Trout, H. H., Jr.: Antibiotics 
Annual 1954-55, Medical Encyclopedia, Inc., New 
k Y., 1955, pp. 599-602. 


*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and 
Marmell, M.: ibid, pp. 603-607. 


LEDERLE LABORATORIES DIVISION t Lederie ) 


AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
+ U.S. PAT. CFF. 


PHOTO DATA: AERIAL CAMERA WITH K-2 FILTER 
AT DUSK, F.11, 4/100 SEC., FAST PAN FILM 






















Wi g datz— 


eeeamong other things...which distin- 
guishes Vi-Penta Drops ‘Roche.’ Since 
all multivitamin solutions tend to 
lose strength in time, Vi-Penta’ Drops 
are dated to assure full label potency. 
Just 0.6 ce daily provides required 
amounts of A, C, D and B vitamins 
(including Bg), and you'll find that 
both mothers and youngsters like them 
because they're easy to give and easy 
to take... Hoffmann - La Roche Inc. 


Nutley 10, N. J. 
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Perrin H. Long, M.D. 


Editor’s 
Page 


The Resident and His Patient’s Relatives 


VISITING HOURS are variously considered by residents as 
a nuisance, periods in which much of value can be gath- 
ered about patients, or as a necessary evil which must be 
taken in stride. Rarely does he think of these hours as 
an important part of his own educational program. 

The development of the ability to inform patient’s 
relatives properly and clearly about illness is part of the 
maturing process for the young physician. As such, it is 
a part of his residency education. 

Too often, in a busy ward service, with noisy, emotional, 
persistent, demanding, at times threatening, and fre- 
quently seemingly unintelligent relatives questioning him 
about his patients, the resident may be inclined to throw 
up his hands, and say to himself “what’s the use of even 
trying to talk with people like these?” 

There is however a great “use” in trying to answer the 
relative’s questions both from the point of view of the 
care of the patient, and from that of the education of the 
resident and the intern. Situations frequently arise, as 
with a patient brought to the hospital in stupor, when 
the history can only be obtained by a careful discussion 
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of the patient’s illness with his relatives. Older patients 
may forget historical events of importance which only 
relatives or friends can supply. Occasionally, patients 
will deliberately lie about themselves, and the truth can 
only be obtained from their relatives. And finally, there 
are many minor details of the patient’s environmental, 
social, or economic situation, as well as of his past health 
record, which may be very helpful in diagnosis, treat- 
ment, or prognosis, and which can only be obtained from 
his relatives. 

The careful interviewing of relatives should not be 
considered a chore, but rather as an extremely important 
procedure in medical care. I might add, the relatives, 
as a rule, “love it” because it makes them feel important 
in the care of the patient. 

Remember, if a patient dies, a post mortem examina- 
tion is always desirable. A surviving spouse or relative 
gives permission for post mortem examinations; and if 
the rapport between resident and family is good, consent 
for autopsy is more frequently given. It is a part of the 
trust between the family and the physician. Finally, the 
resident must remember that when he goes into practice 
and is being paid by relatives; if he is to retain their 
confidence (and his practice) he must be willing at all 
times to discuss the patient’s condition with them. It’s 
not only good medical practice to do this, but also a 
sound ethical principle, as relatives have the right to a 
knowledge of the patient’s illness. 

During visiting hours, the resident should be on the 
ward, answering questions, even making “rounds” on the 
patient’s relatives with words for each of them. 

It has been said and with a considerable degree of 
truth, that the physician treats a family, never just a 
patient. If the resident will keep this in mind, he won’t 
fail to discharge his responsibilities to his patient's 


relatives. 
Cisauit... th Fong 
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Buying Your 


Resident Physician 


Office Equipment 


Knowing what you need is half the battle. Draw up a 
plan and stick to it. Buying what you don’t need is 
a costly waste. The equipment companies can help 


you— if you'll let them 


a has always been a source of 
amazement to me how the average 
physician buys his office equipment 
on impulse, often without planning 
of any kind. 

1 think there are certain basic, 
common sense rules which apply to 
any purchase running into thou- 
sands of dollars. This is true in pur- 
chasing a home or a car. It is equal- 
ly true when the specialist is ready 
to consider the purchase of office 
equipment. 
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E. L. Wilson 


One of the first elements that 
should be considered in selecting 
medical office equipment is its loca: 
tion in your office layout. It is not 
unusual for a physician to order his 
equipment and find, upon delivery. 
that he can’t fit it into the office 
space he has already leased or pur- 
chased. 


Basic plan 


As rule number one in your plan- 
ning, you would be wise to take a 
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piece of graph paper and lay out, 
to scale, the various rooms which 
you contemplate leasing. Don’t for- 
get to include the nooks and cran- 
nies since they can be utilized to 
good advantage in placing certain 
pieces of equipment. 

Many manufacturers and most of 
the large medical supply houses, and 
many office equipment agencies for 
that offer 
plan with alternate layouts already 
prepared. 


matter, some sort of a 


Generally there is no 


charge for this service although 
some make a token charge which is 
then deducted from any equipment 


purchases you make through them. 


List important 


Second, draw up a list of all the 
equipment you expect to buy. List 
the major pieces which you feel are 
absolutely necessary for your begin- 
ning practice. Next, list all other 
items, not excluding such things as 


storage for drugs, desk, chairs, 
bookcases, storage for the many 
forms, records, letter heads, ete., 


you will have. 

After you have decided what you 
need in the way of equipment, and 
what you must have in the way of 
space, you are ready for a third 
step. We might call this shopping. 


Shopping 

Very often equipment salesmen meet 
with physicians who don’t particu- 
larly care to shop, that is, compare 
one piece of equipment with others 
of the same type. There is no ques- 


34 








The author gives you the benefit 


of nearly twenty years experience 
in the medical-surgical supply field. 
He reports: “What I've put down 
here is a mixture of what might be 
larded 


with common sense. For example, 


called ‘inside information’ 
you may wonder if the equipment 
dealers aren’t out to take you for 
all they can. Here’s where the com- 
mon sense comes in. If they have a 
good reputation, they want to keep 
it. They can do this only by giving 
you dollar value for dollar received. 
On the other hand, if they have a 
questionable reputation, or no repu- 
tation at all, you shouldn’t be deal- 
ing with them in the first place.” 

The author makes another strong 
point: “It’s all a question of needs. 
Remember, if someone tries to sell 
you a Cadillac, he may be perfectly 
honest, sincere, and absolutely re- 
liable. But you have a question to 
answer. Do you need a Cadillac?” 





tion that shopping takes time. After 


all, it is a process of education, 


learning the various features of 
many brands of the same items of 
equipment. There are differences in 
price, size, appearance, warranties, 
and even financing terms. 

I can tell you from my experience 
that the physician who shops can 
save 20% or more in actual equip- 
cost and still end up with 
equipment to fit his This 
comes not through price comparison 


ment 


n eed Ss. 


alone, but through eliminating from 
consideration those pieces of equip- 
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ment which have added features at 
added cost — features which you 
don’t particularly need (but would 
You will 


often find another piece of equip- 


pay for, just the same). 


ment of standard manufacture 
which serves your purpose as well, 
or better, and at considerable sav- 
ings in your cost. 

Remember, you rarely get more 
than you pay for. But frequently 


you pay for more than you need. 


Advertisements 


Well, you may wonder how does 


one begin to shop. Actually you 


have already taken at least two 


steps in the direction of shopping. 








First, you have used certain pieces 
of equipment in your training. You 
are familiar with the maker and 
with the features. Also, you have 
read the advertisements of equip- 
ment manufacturers carried in med- 
ical journals. Perhaps you were not 
interested in what these advertise- 
ments had to offer a year ago, but 
now that you are thinking of going 
into private practice within the next 
six months or a year, you will begin 
to read the ads more closely. This 


is basic to the shopper’s plan. 


Write for information 


After you acquaint yourself with 


some of the features of certain 
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brands of equipment, you should go 
one more step. Actively seek out 
more information on those items of 
equipment you-think you will need. 
The best way to get this informa- 
tion is by writing directly to the 
manufacturers. 

Manufacturers generally have il- 
lustrated (and informative) — bro- 
chures describing their products, to- 
gether with prices. Of course, these 
may not give you the complete pic- 
ture. For instance. if you are look- 
ing for x-ray equipment. you may 
know of one or two or three makes. 
You may not know that such com- 
panies as _ Picker. 
Mattern. Profex, Fisher. Continental, 


Westinghouse, 


General Electric and others make 
x-ray equipment. Where can you 


find a list of manufacturers? 


Salesmen 


Now we are back into my business. 
That’s my full time job. I know the 
manufacturers. | have seen their 
products in action. And what’s more 
important. | have seen their prod- 
ucts in use over a period of years. 

\ salesman knows prices and fea- 
tures. In other words. any one of 
the hundreds of surgical supply 
salesmen is in a position to help 


you in your shopping. 


Major lines 


Of course. there is always the ques- 
tion of picking the right medical- 
surgical supply firm to deal with. 
Generally. the larger the company. 
the more major lines will be carried 





XRAY 
E.K.G. 
B.M.R. 

TREATMENT STAND 

MICROSCOPE 
HEMOCYTOMETER 





and the broader the field of your 
comparison. One thing is sure, the 
large, reputable supply firms are in 
business to stay and thus they try 
to maintain agencies and outlets of 


the highest caliber. 


Near ycur practice 

It probably would be best for you 
to pick a firm in or near the area 
in which you intend to set up your 
practice. Being close to your supply 


house is not only a convenience. but 
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in time of emergency, a very real 
measure of comfort. 

Which is the best firm? Who 
knows. That’s somewhat like asking 
which is the best automobile manu- 
facturer. All represent a_ product 
which the car buyer rates in his own 
way and for his own reasons. 

The larger medical supply firms 
have established reputations which 
are measured in the same way. 

Don’t pour out your heart and 
soul to the first equipment salesman 
you meet, however. Wait until you 
know his firm by recommendation 
or reputation. Then, when you ask 
his help you will be more nearly 
certain of getting his cooperation 


and assuring your own satisfaction. 


Supply houses 


I think a good suggestion, although 
it is seldom followed, is for the doc- 


' 


tor to make a visit to one or two 
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medical supply houses. Look over 
the field. Ask questions. Discuss fea- 
tures and prices. Don’t buy. For a 
time at least, be a “looker” and a 
“listener.” 

You are always welcome to look 
at equipment and the men on the 
floor will be glad to answer your 
questions. 

Keep in mind that features and 
prices are what you will be dis- 
cussing and, if you are wise, write 
these down so you will have a ready 
comparison sheet to work from late1 
on. I think you will find it quite 
interesting to look over different 
pieces of equipment. And _ believe 


me, it will save you money. 


Expense 


Is the most expensive piece of a 


particular type of equipment neces- 


sarily the best? Many physicians 
ask this. To this day, I have found 












no answer. I believe that if you ask 


















the same question in the auto mar- 
ket, you will find there is no abso- 
lute answer. To keep our analogy 
consistent, all automobiles will gen- 
erally take you where you want to 
go. Some will do it faster. Some in 
better style. Others more comfort- 
ably. But you still get where you 
want to go. Yet it costs more to 
travel in style, go faster. be more 


door, pushbutton, 


do you. That’s strictly up to you. 


Price 


Having dealt with thousands 


comforable or carry more chrome. 
The question is, do you want four- 
super - deluxe 
item of medical equipment . . . or 
will the standard, “family” model 





residents just setting up in private 
practice, I have found that price is 
very important. Few residents are 
rich. Most must stick to a_ pretty 


‘tight budget. Most of you will bor- 


row up to 80 or 90% of your initial 
equipment cost, either from a bank 


or from a medical-surgical supply 


house with whom you deal. 





















“Well, while its true I haven’t used it yet, you never can tell 
when a case of .. .” 
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In other words, while many of 
us may prefer the “best,” we may 
have to make compromises with the 
reality of our poverty, so to speak. 

However. by comparing and 
checking features of different makes 
of medical equipment, I am sure you 
will be able to find just exactly 
what you require—and do so with- 
out having to pay the top dollar. 


Used equipment 


Many physicians tell me they wish 
to buy used equipment and furni- 
ture instead of getting all new. I 
can tell you this: it is sometimes 
possible to purchase re-conditioned 
equipment at a saving, but in gen- 
eral it is a very poor practice. I 
suppose it is alright to buy used 
furniture for your office providing 
it’s in good shape. 

But for the purchase of such 
items as an EKG, basal metabolism, 
X-ray, or any item that is of an 
electrical or mechanical nature, it 
is always advisable to buy new. 

If you must buy used equipment 
—and many residents must, always 
do so through a reputable dealer. 
He’s the one who gives the guar- 
antee (usually one year, uncondi- 
tional). He is also the person you 
will call when something goes 
wrong. 

It has been my experience with 
physicians purchasing equipment 
that the worst possible place, statis- 
tically speaking, to purchase used 
equipment is through another physi- 
cian. No matter how honest he is 
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or how sincere, he has no idea what 
may happen to his equipment the 
day it leaves his office. But plenty 
can happen and often does. Also, 
you must transport it, pay for in- 
stallation. And give up the idea of 
a guarantee. 

Is the equipment used in your 
hospital the best for you? Strangely 
enough many residents think so. I 
say strange, because it is strange to 
me as an equipment salesman to 
figure the reason. Very often they 
have never seen another kind of 
equipment, yet they are willing to 
choose without comparison. As you 
know, not every manufacturer can 
get his particular equipment into 
every hospital. Actually, then, you 
have had only a limited view of 
what’s available. 


Discounts 


How about discounts? Yes, this is a 
common practice in equipment sales 
in many parts of the country. Many 
surgical supply houses will give you 
some discount on items purchased. 
The amount will vary with practi- 
cally every item you require. For 
example, there are certain pieces of 
equipment which are considered 
specialty items. These have very 
small discounts, if any. 

As a rough estimate, you can fig- 
ure on 10% to 15% off the recom- 
mended list price on major pieces 
of equipment. 

Some medical houses will offer a 
package deal where a large money 
amount is involved. Actually this is 
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not necessarily a saving. You may 
be charged full price (no discount) 
on one item while some other item 
is “thrown in at no charge.” But, 
if you are a smart buyer and have 
shopped around as suggested in this 
article, you'll be able to tell whether 


you are getting a good deal or not. 


Financing 


What 


tioned, there are the banks and the 


about financing? As men- 
medical supply houses or the manu- 
facturer. The medical supply houses 
will take promissary notes on your 
equipment and you can pay month- 
ly through your bank. That is done 
on a short repayment plan, say six 
months or a year. You can often 
accomplish this financing at no 
interest. 

If you prefer to pay over a longer 
period of time, it is possible to ob- 
tain a bank loan at moderate rates 
of interest, for a period up to five 
years. Check the provisions of your 
GI-Bill loan guarantee. 

The trend 


toward financing over a period of 


today seems to be 
from two to three years or even 
more; this is in preference to direct 
cash outlay. I suggest this type of 
payment only if the loan is obtained 
through a large banking institution. 

One thing you should be warned 
of in advance. Check into any equip- 
ment deal which permits you to pay 
for your equipment over a long 
period of time without having it 


40 


financed through a bank. When this 
type of deal is offered. it may well 
mean that such a large profit has 
been made on the sale through over- 
charging that there is no need to 
rush you for payment. Since most 
companies work on a normal busi- 
ness profit margin, they must have 
their money within a reasonable per- 
iod of time. 


In conclusion I can only suggest 
that outfitting an office. your first 
office, is probably as important a 
step as you will make in your pro- 
fessional career. Many of the pieces 
of equipment you buy will be with 
you throughout your practice. Some 
of them will determine. to an extent, 
the measure of medical care you 
are able to provide. It is imperative 
that you know with whom you are 
dealing. Reputation in the medical 
and surgical supply field is impor- 
tant. 


One recommendation of one doc- 
tor friend may not be sufficient 
reason for your choice of equipment 
suppliers. However, asking other 
specialists in your field is a wonder- 
ful way to get a line on the medical 


supply firms. 


Finally, since you don’t furnish 
an office every day, it would pay to 
give lots of time to planning. If you 
know what you want and what fea- 
tures you need in your equipment 
ahead of time, you have practically 
insured your own satisfaction with 
your eventual purchases. 
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Thoracic Surgery: 
A Resident's Viewpoint 


No matter what your choice of specialty, certain 
factors involved in your decision are common to all 
specialties of medicine and surgery. The author 
mentions aptitude, interest, opportunities, available 
residencies, time and money as being among the 
most important. He also offers a partly-statistical, 
partly-philosophical picture of his own specialty. 


R. J. Beveridge, M.D. 


A most important crossroad in the two somewhat contradictory 
every physician’s life and career themes: “This is an era of speciali- 
is approached when he must decide zation,” and “The trend is beck to 
whether or not to specialize. From general practice.” 

early in medical school and con- Fortunately for everyone con- 
tinuing today, one constantly hears cerned, physicians and public alike, 

. 

Dr. BevertipGE was a Halsted surgical fellow at the University of Colorado 
Medical School where he received his M.D. He interned at the Cincinnati 
General Hospital and returned to the Colorado Medical Center for two years 
of general surgery and a year as a surgical fellow. Completing six months in 
general surgery at Baylor University Hospital, he spent the next ten months 
in a Korean hospital, becoming chief of surgery. Upon his return to the states, 
Dr. Beveridge was assigned as surgeon to the Camp Kilmer Army Hospital, 
later becoming chief of surgery. For the past 18 months he has been a resident 
in thoracic surgery at the Latter-day Saints Hospital, Salt Lake City. At the 
present time he holds a Trudeau surgical fellowship. 


June 1956, Vol. 2, No. 6 4] 





not everyone comes to the same con- 


clusion and decision. 

Until recently, I had never tried 
to organize my thinking on this sub- 
ject. I suppose I changed my opin- 
ions almost daily, whenever I took 
the time to form an opinion, that is. 
But I think it’s important to get a 
solid base for choosing a specialty. 
Here is my base, the various phases 
of a residency and career in Thor- 
acic Surgery, as I see them. This 
is only my viewpoint, unless other- 
wise stated, and it must be limited in 
its scope by my lack of private prac- 
tice experience. 


Specialty 


For the individual deciding to spe- 


cialize. another decision must be 
made: which specialty? The reasons 
leading to this choice are beyond 
enumerating because of the personal 
and intimate factors that naturally 
play such a large part in any indi- 
vidual selection. However, any such 
list would include: individual apti- 
tude, personal interest and satisfac- 
tion, opportunities available, finan- 
cial considerations, residencies avail- 
able. and the 


ever-present time 


factor. 


Training 


As most residents know, one just 
doesn’t embark on a residency in 
thoracic surgery. Instead, you begin 
with a thoracic surgery training 
program that includes at least three 
years of general surgery. Immedi- 


ately it becomes evident that this is 





a specialty requiring a long time in 
obtaining proficiency and certifica- 
tion. 


Time and money 


To obtain board. certification in 
thoracic surgery, one must first be 
board in 


certified by the general 


surgery. Therefore, a minimum of 
five years is required in training 
after internship and six years ap- 
pears to be par for the course. This, 
of course, does not take into con- 
sideration any  preceptorship or 
practice time that might be required 
(The general 
surgery board will accept two years 


in individual cases. 
of thoracic surgery as one year for 
the total 
for general 


of four years necessary 


surgery board eligi- 
bility.) This time factor is a major 
deterrent to many individuals con- 
templating a thoracic surgery train- 
ing program. 

Hand in hand with the time factor 
factor. One 


goes the financial 


doesn’t get rich on a _ residency. 
Thoracic 


wives 


surgery is no exception; 
work and 
sources of 


sometimes other 
found. Oc- 


casionally, a fellowship grant may 


income are 


be obfained, and lecture and teach- 
ing appointments acquired. 


General surgery 


Obviously, the first important step 


requiring careful consideration is 
the selection of a general surgery 
residency program. This is not a 


point to be treated lightly in that 


the basic principles and training are 
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so important in later phases of gen- 
eral surgery and especially thoracic 
surgery. A good residency under ex- 
cellent supervision and instruction 
with adequate responsibility and 
operative experience must be 
acquired. In my opinion, this can 
be obtained in either a university 
or a private institution, and on 
either a pyramidal or columnar pro- 
gram. Each has its advantages and 
disadvantages and must be an in- 
dividual decision. Often it becomes 
necessary to participate in several 
programs to obtain training in the 
various aspects and phases that one 
considers necessary. 

Following the three or four years 
of general surgery training, a po- 
sition must be obtained on a two- 
year thoracic surgery residency. 
There are many fine thoracic sur- 
gery residencies available; however, 
the number of applicants far ex- 
ceeds the residencies. 


The future 


The question arises, why spend the 
extra time involved in a thoracic 
training program? What has the 
specialty of thoracic surgery to of- 
fer? What is the need for thoracic 
surgeons? What part can I play in 
thoracic surgery? 

First, the field contains relatively 
few certified surgeons to date (497 
at latest count'), and secondly, the 
field is a rapidly expanding, dy- 


‘Directory of Medical Specialists, Vol. 
7; December, 1954, 
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namic, young field with new tech- 
niques opening up new vistas in 
rapid succession. No longer is the 
chest surgeon simply a pulmonary 
surgeon; in fact, the bulk of many 
services is made up of cardiac and 
cardiovascular patients. 

The latter field has expanded 
enormously since its inception by 
Drs. Gross, Blalock, Craaford, etc., 
and their well-known contributions 
in the field of surgery for congenital 
cardiac malformations. With the ad- 
vent of modern tech- 
niques, antibiotics, and physiclogic- 
ally sound and controlled diagnostic 
and therapeutic procedures, many 


anesthesia 


forms of heart disease have become 
candidates for 
Acquired 


surgical help. 


heart disease such as 
mitral stenosis and aortic stenosis 
are relieved every day in surgical 
amphitheaters all over the nation. 
Congenital malformations once 
thought to be beyond surgical ap- 
proach and correction, such és in- 
teratrial septal defects and _ inter- 
ventricular septal defects, etc., are 
today being successfully corrected 


in many of our hospitals. 
Surgical horizons 


Still, reached. 
Who knows what lies ahead in the 
field of cardiovascular surgery as the 
extracorporeal pump is developed, 
as research 


the horizon is not 


in vessel and tissue 
grafting is advanced, as the prob- 
lem of coronary vessel surgery is 
studied and perfected? The Inter- 
national Symposium of Cardiovascu- 
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lar Surgery recently held at the 
Henry Ford Hospital? was an amaz- 
ing revelation to many. As Sir Rus- 
sell Brock stated at this meeting, 
“This is no flash-in-the-pan, but a 
strong, new surgical industry.” The 
field presents many opportunities 
and challenges to the young sur- 
geon, both in research and in prac- 
tice. 

Likewise, pulmonary surgery has 
had its progressive changes, par- 
ticularly in the field of tuberculosis. 
Here, in the past ten years, an en- 
tirely new concept has evolved with 
the advent of the antituberculosis 
drugs. Resection has, for the most 
part, 
Many early cases, once almost in- 


replaced collapse therapy. 
evitably headed for surgery, are now 
arrested and 


treatment and never come to sur- 


cured with modern 


gery. 


Crowded field? 


Is the field crowded? In some cities 
and in some areas the only true an- 
swer would have to be an emphatic 
‘yes’; but, as I have been told, fre- 
quently, “There’s always room for 
a good man.” 

There are many cities currently 
in need of one or more thoracic sur- 
geons and, as the field is expanded 
and the medical profession becomes 
educated to the availability “and po- 
tentialities of thoracic surgery, this 
need will be even more evident. 


2Cardiovascular Surgery, International 
: 208i 55. Saunders. 
Symposium 1955. S. 1 


44 





However, in answering the ques. 
tion as to the need for more thoracic 
surgeons, I believe a critical eval- 
uation of the entire subject of spe- 
cialization would be needed to ac- 
curately arrive at a logical answer. 
Personally, I believe specialization 
has gotten completely out ef con- 
trol. Proportionately, there are far 
too many specialists for the popula- 
tion needs. When a close friend, a 
superb certified surgeon was forced 
to leave town and take more training 
in a subspecialty to be able to make 
a living. then the scope and implica- 
tions of the problem became quite 
real to me. Why does this have to 
happen? Is it that he has been 
falsely counseled and misled to fol- 
low a training program in a spe- 
cialty that is filled to capacity? 
Could it be that the policy of most 
hospitals today is to limit arbitrar- 
ily the practice of all but the cer- 
tified specialists and by so doing, 
practically 
specialization? Perhaps it is public 


force physicians into 


pressure, with the people led to 
believe only specialists are profi- 
cient enough to take care of them. 
I think that all of these situations 
are in some measure to blame. What 
shall we do about it? 


Work 


I stated earlier that in thoracic sur- 
This is 


reasons. Charac- 


gery one has to work hard. 
true for several 
teristically, the patient who under- 
goes a major thoracic surgical pro- 
cedure demands extremely careful 
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ques- and all inclusive postoperative care. statistics over a three-year period 
racic Therefore, each patient must be ending January 1956. 
eval- given individual and almost constant The thoracic surgeon naturally 
| spe- attention by the physician. The post- must be tied very closely to the 
0 ac- operative course in itself is char- hospital as well as to the office and, 
iswer. acterized by rapid and often drastic in many instances, no procedures 
zation changes in the condition and gen- are done in the office. 
con- eral course of the patient. Add to - 
e far this the strenuous pre-operative General or special? 
ypula- preparation and the often tedious One doesn’t have to be very far 
nd, a and tense operative procedures, and along in a surgical training program 
forced it is readily seen why, of necessity, before another interesting and con- 
aining the thoracic surgery service is a_ troversial question is met. Who is 
make small velume service. Few men_ to do thoracic surgery? Should it 
plica- could possibly cope with a service be the well-trained general surgeon? 
quite necessitating one to two major cases Or should it be the surgeon limit- 
ave to a day. At the end of a month of this ing himself to the practice of thor- 
been work, the average surgeon would be acic surgery and thereby usually 
to fol- utterly exhausted, the nursing staff having more experience with each 
a spe- threatening to quit, and probably problem as it arises in thoracic sur- 
acity? patient mortality and morbidity pro- gery? In spite of many opinions to 
f most hibitive. the contrary, I personally believe 
bitrar- It is for this reason that thoracic that the part-time thoracic surgeon 
le cer: surgeons tend to practice in part- cannot possibly be as proficient in 
doing, nerships. As an example, one thor- handling the operative and postop- 
; into acic surgery service with which I erative problems encountered in 
public am familiar presents the following thoracic surgery as the man who 
led to types of surgery with accompanying _ limits himself to the specialty. Tech- 
profi- 
them. 
uations i. : ~— se t 
. What Per Cent 
Procedure Patients Deaths Mortality 
Pulmonary Surgery 280 11 3.9% 
Medicine 213 18 8.4% =| 
Cardiac Surgery 172 16 9.3% 
— Vascular Surgery 78 5 6.4% 
ae Thoracic Trauma 67 7 8.9% 
This is Esophageal Surgery 42 10 23.8% 
“harac- Diagnostic Procedures 527 3 0.6% 
under- Total Procedures: 1672 
‘al pro- Total Patienis: 1190 
careful 
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niques are utilized that cannot be 
adequately taught and assimilated in 
a four to six month thoracic surgery 
Mitral leaks are still 


being caused by surgeons who prac- 


assignment. 


tice their technique daily, not just 
once a month or twice a year. 
Decentralization of medical and 
surgical techniques poses a_ real 
threat to many specialties and, in 
the long run, to good medical care, 
as a whole. For example. consider 
an area of 200.000 population where 
perhaps ten coarctations of the 
aorta might be discovered in a year. 
Would these patients, who are ad- 
mittedly potentially dangerous cases, 
as a group receive a greater chance 
of recovery and better overall care 
if a different general surgeon did 
each case, perhaps the only such 
operation he has done in a year? 
Or would the advantages lie with 
having two men handling these 
cases, men who have much more ex- 
perience with them and would con- 
tinue to accumulate experience? 
This concept is easily projected to 
other fields in which distinctive tech- 
nique is utilized. Not many general 
surgeons remove cataracts. 


Financial 

Finally, can one make a living prac- 
ticing thoracic surgery? First of all, 
it is expensive to start a thoracic 
surgery practice and the growth is 
usually quite slow. The overhead 
is quite high, being estimated by 
several successful thoracic surgeons 


at 30 to 35 per cent of the gross 
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income. The fees obtained are in 


line, in most instances, with the 
fees obtained for surgery of propor- 
tionate magnitude and risk per- 
formed in other specialties. 

A problem has arisen here in 
that the 


represented by the insurance and 


socio-economic aspect as 


prepaid surgical policies has not 
kept pace with the advances and 
cost of thoracic surgery. The ability 
of the 


volved procedure has not increased 


patient to pay for an in- 


a great deal in the past ten years. 
The fact that approximately 55 to 
60 per cent of Americans now have 
surgical insurance coverage® has not 


affected 


geons. For example, a complicated 


materially thoracic — sur- 
cardiac procedure under hypother- 
mia necessitating an operative team, 
several anesthesiologists, much ex- 
pensive equipment, and the trained 
personnel to operate and interpret 
the findings still pays the maximum 
fee of $300 on most policies. In an 
equal amount of time (man hours), 
one might be able to perform eiglit 
to fifteen hemorrhoidectomies, ton- 
sillectomies, or herniorrhaphies with 
their aggregate $800 to $1500 fee 
and with far less hazard. 

In some sections of the country, 
a realistic appraisal of the situation 
has been attempted with the re- 
sultant adoption of some form of a 
How- 


ever, not until such a fee schedule 


relative worth fee schedule. 


3Statistics—Health Insurance Council. 
December 1954. Published 1955. 
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is generally adopted will the thur- 
acic surgeon and surgeons in some 
other specialty fields receive the full 
payment for the services offered. 
Also, a large amount of the sur- 
gery performed is for chronically- 
ill individuals, especially in tuber- 
culosis and _ bronchiectasis, who 
depleted fi- 
nancially. This type of patient may 


have been thoroughly 


add to the surgeon’s satisfaction, his 
knowledge, ability, and experience. 
But, unfortunately, it does not pay 
the rent. 

The field of thoracic surgery is a 


dynamic, young, rapidly expanding 





“new industry.” There is room for 
well-trained and interested surgeons 
in it, especially in research. 

The training program extends for 
a period of six to eight years before 
proficiency and certification is ob- 
tained. 

A responsible analysis and eval- 
uation of the entire subject of spe- 
cialization is long overdue and 
needed in order to fully utilize and 
guide the training of surgeons in 
the future. This would help to elimi- 
nate the deplorable waste of train- 


ing which is now so evident in most 


population centers. 


O.K. Mr. Brown—Take a deep breath! 


June 1956. Vol. 2, No. 6 























By J. W. Duckett, M.D. 


Guest 
Editorial 


Residency in a Large Voluntary Hospital 


THE TERM “teaching hospital” is applied to a hospital which 
is a part of or has the primary affiliation with a medical 
school. This term is rapidly becoming inaccurate with the 
increasing use of other hospitals by specialists and their 
patients. As the availability in private and other conumu- 
nity hospitals of good clinical material and thoroughly 
qualified, interested doctors grows, “teaching” at the resi- 
dency level no longer need be confined to the medicai 
school hospital. In fact, there are compelling reasons for 
utilizing the clinical material and the facilities of our non- 
medical school hospitals in the development of physicians 
and surgeons. 

Many voluntary hospitals now realize fully the impor- 
tance of education as a function, have organized their fa- 
cilities and staff to offer an effective program, and have 
budgeted funds for service patients as clinical material. 
This has been particularly effective and significant in the 
increasing emphasis on specialization and the development 
of residency programs in the highly specialized hospitals. 
It is to these institutions that we apply the term “community 
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teaching hospital” —the hospital 
which serves the general population 
and is sufficiently large and special- 
ized to be able to offer both a good 
patient care program and teaching 
program. 





j 4 The community teaching hospital 


has many advantages to offer a 


J. W. Duckett resident. 

Chairman Medical Board 1. Its staff members are progressive 
Chief of General Surgery y . 4 

Baylor University Hospital and practical in their approach to 


Dallas, Texas ° ° a 
medicine and to patients. They have 


as their primary objective the treatment of patients. The 
contact of the resident with these men during the train- 
il 


g period gives him a philosophy and technique in deal- 
ing with private patients, which he would otherwise have 
to develop after his residency. This approach to the pa- 
tient cannot be inspired or learned in a situation where 
contact with the private patient is not available. In the 
community teaching hospital, medicine is necessarily 
practiced with more regard for the individual and eco- 
nomic needs of patients and the resident learns to think 
in a manner accommodating those needs. 

2. There is a wide variety of patients available for study 
in the hospital which serves private as well as charity 
vases, as contrasted with the emphasis upon the rare 
disease cases attracted by the purely referral type of 
institution. This gives the resident a perspective as to 
the incidence of diseases and acquaints him thoroughly 
with the usual type of case he will be treating later. 

3. The sheer volume and turnover of patients in a large 
community hospital gives the resident the opportunity 
of repetition necessary to perfect his techniques and 
acquaint himself with the varied responses of patients 


to the same condition. =e 
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4. The diagnostic and therapeutic facilities needed in mak- 
ing studies are available to the resident under the con- 
ditions in which he will be working later. In the de- 
velopment of facilities for the use of the specialists in 
treating their patients, the hospital meets the need for 
these diagnostic and therapeutic tools and the teaching 
programs benefit thereby. 


uw 


The organization of the residency in the medical school 
hospital is frequently planned in part to meet the needs 
of students and this practice is less prevalent in the 
community hospital. 

For example, the staffing of the out-patient service by 
the junior resident with the surgery being done by the 
senior resident does not meet the need for continuity 
in the experience in the treatment of an individual pa- 
tient; sometimes the work-up of the patient has been 
made and the course of action defined before the senior 
resident has seen the patient. In a smaller, less hierarchial 
arrangement, the senior resident has fewer administrative 
and teaching responsibilities and hence may follow his 
cases from the first visit throughout the treatment and 
the follow-up. This is particularly true where teaching 
of junior residents is largely assumed by attending staff 
members. Many residents regard this as an advantage 
in that they have contact with many staff members and 
varying techniques. This also permits the staff a basis 
for establishing confidence in the resident through re- 
lationships in the earlier years of residency and thereby 
their willingness to let him proceed more independently 
in his senior year. 

With this form of rotation, the resident is treating his 
service patients on his own initiative at a time when he 
is best qualified in experience and training to do so. 
The experiences he gains in his last year are under very 
similar conditions to those he faces in later practice. 
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While the residency may be offered on a somewhat less 
didactic basis, an anibitious individual will find an op- 
portunity for initiative and for independent work which 
should equip him well at a time when his activities will 
not be planned for him. 

None of the foregoing considerations should be interpreted 
as minimizing the advantages of supervision of the work 
of the residents or of well planned meetings. conferences 
and rounds. These too can be offered by an interested. well 
qualified faculty appointed from the attending staff of a 
good community hospital. 

The hospital serving both private and charity patients 
combines the advantages of the medical school-affiliated 
hospital and the purely charity hospital. In a_ properly 
organized program, the staff is available for the direction 
of the work of the house staff as in the medical school-affili- 
ated hospital. With proper financing for the charity service 
and the use of private patients, for teaching, the resident 
has a wide variety of clinical material available as in the 
purely charity institution. If there are gaps in this clinical 
material due to the characteristics of an individual hospital, 
these deficiencies can be overcome by affiliation and planned 
alternatives. 

In selecting such a hospital for a residency it is well for 
one to determine if he would like to practice in that hospital 
after his residency. During the training period he can estab- 
lish relationships with individuals, learn the hospital and, 
in some instances, establish a priority for staff appointment 
when he enters practice by serving a residency in this 
institution. 

Doctors who have served residencies in the hospital are 
very valuable later in the teaching program because of their 
experience in the program and their interest in it. 

The trend toward the use of these hospitals for residencies 
is definite and in our opinion very favorable both from the 
standpoint of the resident and the institution. 
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Baylor 


University 


Hospital 


Eighth of a series on resident centers 


QO, a summer evening in the year 
1903, a youthful Baptist preacher 
stood before a group of Dallas civic 
leaders. He had a question: “Is it 
not now time to begin erection of a 
great humanitarian hospital, one to 
which men of all creeds and those 
of none may come with equal confi- 
dence.” 

The young preacher, Doctor 
George W. Truett, pastor, First 
Baptist Church in Dallas, didn’t 
have long to wait for an answer. 
Within a few months, a charter was 
granted by the State of Texas to the 
Texas Baptist Memorial Sanitarium, 
now Baylor University Hospital. 

The civic spirit which sparked the 
hospital’s establishment continued 
to support its expansion over the 
years. 

In 1918 the Nurses’ Home and 
Training School Building was com- 
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pleted. Soon after, the Women’s and 
Children’s Building was built ad- 
joining the East wing of the hospital. 
The next major addition to the 
growing facilities of Baylor was the 
erection of the Florence Nightingale 
Maternity Hospital in 1937. And, 
in February, 1948, construction was 
begun on the seven-floor George W. 
Truett Memorial Unit which was 
dedicated and opened to the public 
on Thanksgiving Day, 1950. 
Baylor, born 
spirit, has blazed a pioneering trail 
of her own with a creditable list of 
“firsts.” Baylor was the birthplace 
of the first group hospitalization 
plan, now operating nationally as the 
Blue Cross program of prepaid hos- 
pital service. Baylor was also the 
birthplace of the William Buchanan 
Blood Center. Its process of drying 
blood plasma has saved countless 


of a_ pioneering 
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lives. It was a group of Baylor 
scientists who received international 
acclaim for perfecting a method of 
producing Rh typing serum to make 
transfusions safer, thus saving the 
lives of many mothers and new- 
born babies. 


All classes served 


Baylor in 1956 is a far-cry from 
its modest beginning in 1903. Quali- 
ty of service at Baylor has been 
maintained on the highest level. Its 
equipment is the most modern per- 
fected. 

In the words of one hospital 
official, “From its inception Baylor 
has always fulfilled three special 
functions. It is a ‘people’s hospital’ 
dedicated to the service of all classes 
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The George W. Truett Memorial, an important unit in Baylor’s expanding facilities. 


and creeds. Not only is it a ‘teaching 
hospital’ but it has achieved inter- 
national recognition in medical re- 
search.” 

During its first fifty years. Bay- 
600,000 
patients. At the present rate of ad- 


lor has admitted over 
mission the next half million patients 
will be served in the next 15 years. 

Baylor is a ‘church owned and 
operated general hospital with a 
capacity of 710 beds. It is the larg- 
est non-tax supported hospital in 
Texas, the largést Baptist hospital in 
the world. It serves patients from 
throughout the Southwest. Although 
it is predominantly private, there 
is a large number of beds for 
charity and part-pay patients. It is 
a unit of Baylor University. 





Organization 

The hospital is governed by the 
Dallas Executive Committee of the 
Baylor University Board of Trustees, 
which consists of twelve. outstand- 
ing business, religious, and civic 
leaders of the Southwest. Mr. Boone 
Powell is administrator of the hos- 
pital. 


Staff organization 
The medical staff activities are un- 
der the direction of a medical board 


consisting of nineteen chiefs of sery- 
ice, the four elected officers of the 
medical staff and the Director of 
Medical 


committee of this group is respon- 


Education. An _ executive 


sible for the routine administration 
of staff activities, with policy mat- 
ters decided by the larger group, 
The medical staff is made up of 3% 
specialists and 22 general practi- 
tioners. Services are segregated in 
the hospital and operating rooms are 
assigned by departments. 


Surgical residents at Baylor benefit from modern facilities which include 17 
operating rooms. Training and supervision are provided by fine attending staff. 
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The latest specialty equipment is 


Education 

The educational activities of the 
house staff at Baylor University Hos- 
pital are coordinated by the Direc- 
tor of Medical Education, LeRoy J. 
Kleinsasser. M.D., a member of the 
staff of the hospital and of the medi- 
cal board. with the advice and assist- 
ance of the Medical Education Com- 
mittee. Five of the residency pro- 
within the 


grams are supervised 


service by paid staff doctors. 


Residencies 


Baylor is approved for residencies 


in eleven specialties: anesthesiology. 
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found in Baylor’s laboratories. 


general surgery, internal medicine. 
obstetrics and gynecology, orthope- 
dics, pathology, plastic surgery, phy- 
sical medicine and _ rehabilitation, 
proctology, radiology and_thoraci 
surgery. 
Residents are selected on the 
basis of their qualifications, the 
principal requirement being gradua- 
tion from a Grade A Medical School 
and one year internship. 
Application for residency appoint- 
ments are made to the Department 


of Medical 


processed by the department of the 


Education and are 


specialty concerned. 





Open cardiac surgery under hypothermia. 








Teaching material 


Although all patients are available 


for teaching instruction, and all 


services are extremely active, em- 
phasis is placed upon the “Clinic 
Teaching Service.” This clinic serv- 
ice, including both in-patients and 
outpatients, is predominantly under 
the control of the senior resident of 
the specialty involved, with the sup- 
ervision of the attending staff. The 
outpatient clinic is located within 
the hospital proper (in a wing of 
Hospital Truett 
Memorial Hospital) with the usual 
facilities 


Baylor adjoining 
clinic. 
There were 11,06] patients treated 
in the clinic last year with 1,504 of 
these the 


teaching service. Many of the pri- 


of an outpatient 


being hospitalized on 
vate patients are also admitted to 
the teaching service, although the 
individual jurisdiction of the physi- 
cian having a 


private practice 






















is maintained in this relationship. 

Patients are admitted to the out- 
patient clinic where they are seen 
by the staffs of the following spe- 
cialties: obstetrics, gynecology, in- 
ternal medicine, orthopedic surgery. 
general surgery, urology, proctology, 
x-ray-radiology, dermatology, car- 
diology, thoracic surgery. 

Charity patients are seen by the 
resident and intern staff and cared 
for on an outpatient basis or are 
admitted to the hospital if necessary. 

An expenditure of over $300,000 
each year is required to operate the 
clinic teaching service. In all, 34.- 
154 in-patients were treated at Bay- 
Hospital this 

12,506 


specimens 


lor University past 


year, providing surgical- 
with 226 
This 
sents a source of instruction in prac- 
tically all with 


15,403 operations performed, 6.858 


pathological 


autopsies performed. repre- 


types of patients, 


of which were major procedures. 

Within this structure the teaching 
services are provided necessary beds 
and facilities for care. This is based 
on an allocation of funds totaling 
over a quarter of a million dollars 
a year, for use in the care of clinic 
patients and implemented by partial 
the 


patients themselves. The clinic ma- 


payment of hospital costs by 


terial and its variety has been sufh- 
cient to secure full approval for 
training by the various specialties 
mentioned above. This has a unique 
value of emphasizing to the resident 
not only the great importance of 
proper the 


professional care of 
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patient but acquaints him with some 
of the financial considerations in- 


volved. 


Affiliations 


Although the majority of the serv- 
ices are within the scope of this 
hospital, affiliations have been ar- 
ranged to implement the residency. 
Orthopedics is a three-year rotating 
residency between Parkland Me- 
morial Hospital, the teaching hos- 
pital of the Southwestern Medical 
School of the University of Texas, 
the Scottish Rite Hospital for Crip- 
pled Children, and Baylor Univer- 
sity Hospital. Thoracic Surgery con- 
sists of, in addition to three years 
of general surgery training, one year 
in the private service at Baylor 
Hospital and the second year at 
Parkland Memorial Hospital. In 
addition, six months are spent at a 
sanatorium, gaining further surgical 
experience. 

Affiliation is also arranged with 
the Children’s Medical Center for 
the pediatric training of the intern 
staff. This hospital is affiliated with 
Southwestern Medical School of the 
University of Texas in Dallas; most 


medical staff members hold: faculty | 


positions at the Medical School 
as well as at the Hospital. On this 
basis, students from Southwestern 
Medical School are sent to Baylor 
Hospital for clinical clerkship in 
internal medicine, surgery (includ- 
ing general 
surgery and urology), anesthesi- 


surgery, orthopedic 


ology, and obstetrics and gynec- 
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Baylor house staff library reading room. 


ology. Programs for the students are 
the responsibility of the staffs of the 
respective specialties. In addition. 
some of the full time faculty of 
Southwestern Medical School assist 
in the teaching of the house staff as 
well as the students. 

Baylor Hospital is closely asso- 
ciated with the adjoining Wadley 
Research Institute and this provides 
excellent facilities for education and 
research in hematology. 


Associated schools 


In addition to the affiliations men- 
tioned previously, Baylor University 
School of Nursing, a unit of Baylor 
University, uses the hospital for 
clinical experience in nursing edu- 
cation, and training within the hos- 
pital is provided for administrative 
residents, nurse anesthetists, x-ray 
medical 


technicians, technicians, 
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dietetic interns, and physical thera- 


pists. 


Attending staff 


The attending staff is available for 
instruction at this hospital and in 
the larger services a smaller teach- 
ing faculty has been designated. On 
some services these physicians have 
agreed to provide certain private 
patients on the teaching service and 
they are utilized entirely for this 
purpose. The majority of the at- 
tending staff is also on the faculty 
of Southwestern Medical School of 
the University of Texas, board certi- 
fied in their specialty, and are inter- 
ested in the assisting house staff. This 
assistance not only applies to the 
wards but to the outpatient clinic. 
The chiefs of services are selected 


by the governing body of the hos- 





pital after consultation with the at 
tending staff members. Their tenure 
has been such as to allow for com- 
plete stability in the training pro- 


gram. 


Research program 


Increasing activity has developed in 
the research program at Baylor Hos 
pital. This includes activities at the 
Graduate Research Institute which 
is housed in the Baylor Hospital 
laboratory and the Wadley Research 
Institute. An experimental labora- 
tory, adjacent to the Hospital and 
Wadley Research Institute, is avail- 
able for investigation of problems 
by the residents. 

Currently there has been active 
work in the field of cardiac and 
vascular surgery. Individual research 


projects in other fields are encour- 


Regularly scheduled clinico-pathological conferences are one element of 
a full program of meetings and conferences attended by Baylor residents. 
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ized. Special services are made work closely in many fields. The 
available within the structure of — basic science laboratories are avail- 
the hospital organization and in- ‘able to interns and residents of the 
clude a cardiac catheterization cen- hospital and some of the basic sci- 
ter, a blood vessel bank, bone bank ences required by the specialty 
and irradiation therapy center. The boards can be done in the appropri- 
adjacent Baylor University College ate departments in the College of 
of Dentistry, a branch of Baylo Dentistry. This includes the de 
University, is on the campus. Al- partment of anatomy. 

though independently administered. 

the college is clo intecrated brary 

with Baylor Hospital and t two The library contains more than 250 


BAYLOR UNIVERSITY HOSPITAI 
MEETINGS AND CONFERENCES FOR HOUSE STAFE 


Quarterly Meetings of Entire Medical Staff 

Semi-monthly Clinicopathelogical Conference 

Monthly Departmental Siaff Meetings 

Weekly Ward Rounds of Medical. Surgical. Obstetrics and Gyne- 
cology Services 

Weekly Electrocardiogram Conference 

Weekly Cardiac Conference 

Monthly Infectious Disease Conference 

Weekly Chest Conference 

Semi-weekly Proctological Conference 

Weekly General Pathological Conference 

Monthly Pathological Conference (Proctology ) 

Monthly Pathological Conference (Urology) 

Monthly Pathological Conference (Obstetrics and Gynecology ) 

Semi-monthly Pathological Conference (Surgical Residents) 

Semi-weekly Gross Organ Conference 

Daily Microscopic Conference 

Weekly Radiological Conference 

Weekly Film Diagnosis Conference 

Weekly Department of Radiology Therapy Conference 

Weekly Surgical Journal Club 

Semi-monthly Obstetrics and Gynecology Journal Club 
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APPROVED RESIDENCIES BAYLOR UNIVERSITY HOSPITAL 


NUMBER O} 


SERVICE CHIEF OF SERVICE RESIDENCIES 
General Surgery J. W. Duckett, M.D. 9 
Thoracic Surgery Robert Shaw, M.D. 2 
Orthopedic Surgery Felix Butte, M.D. 2 
Plastic Surgery James T. Mills, M.D. l 
Internal Medicine Paul J. Thomas, M.D. 5 
Obstetrics and Gynecology W. K. Strother, Jr., M.D. 7 
Anesthesiology Raymond Courtin, M.D. 2 
Pathology J. M. Hill, M.D. 6 
Proctology Curtice Rosser, M.D. ] 
Radiology J. E. Miller, M.D. | 
Physical Medicine and 

Rehabilitation Edward Krusen, M.D. } 


current periodicals and approxi- as well as other scientific workers. 
mately 10,000 books and bound jour- Additional library facilities are 
nals. It is used by Baylor personnel available to the hospital staff in the 





X-ray conferences are a valuable feature of resident training at Baylor Hospital. 
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Concise summaries of recent literature 


reading library in the Truett Build- 
ing which also contains current 
periodicals. In addition, the librar- 
ian can secure necessary reference 
books by loans arranged through the 
library of Southwestern Medical 


School. 


Conferences, rounds 


In addition to the many conferences 
available at Baylor Hospital in Dal- 
las (see list), certain hospital con- 
ferences are jointly available to the 
entire staff and the attendance of the 
house staff is required. This in- 
cludes CPC and grand rounds of 
the various services. 


Stipend 

The basic monthly stipend for resi- 
dents is: First Year, $125; Second 
Year, $135; Third Year, $160; and 
Fourth Year, $180. Interns receive 
a monthly stipend of $115. 


June 1956, Vol. 2, No. 6 


spark monthly journal club meetings. 


Single members are provided hous- 
ing; quarters are air conditioned. 
A monthly allowance of $35 is paid 
in lieu of quarters when residence 
is maintained outside the hospital. 
Housing is available in the sur- 
rounding neighborhood and every 
effort is made to be of assistance in 
finding proper facilities. Although 
it is desirable to maintain the resi- 
dence near the hospital. this is not 
essential because the hospital is 
centrally located in the city. 


Other 


Board, laundry, and parking are 
provided as part of the remunera- 
tion. A separate area is maintained 
for staff dining facilities. Trousers, 
uniform jackets or coats are fur- 
nished. All members have two 
weeks paid vacation each year. 
Medical care of the house staff is 
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arranged through the Blue Cross holiday functions sponsored by the 
and Blue Shield program and in- hospital, and picnics, golf tourna- 
cludes a complete medical check-up ments and other functions organized 
and examinations and x-rays at the — by the house staff. Dallas has much 
beginning of the residency. All in the way of good theatre and 
house staff members participate in symphony offerings and the house 
this program. staff receives many courtesy tickets 

to these functions, as well as to the 
Social many sports events throughout the 
Social activities of the house staff year at the Cotton Bowl, Southern 
are varied, including athletic mem- Methodist University and_profes- 


berships, banquets at graduation, sional stadiums. 


Basic Science With Clinical Training 


\s his contribution to the Conference on Graduate Medical 
Education held at Chicago on February 11, 1956, Howard 
P. Lewis. Professor and Head, Department of Medicine. 
University of Oregon Medical School, Portland {Journal 
of the American Medical Association, 161:27 (1956) | 
stresses the need of clinical education that is firmly based 
upon and integrated with the basic sciences. This integration 
which is first taught in the medical school must be brought 
to its fullest application in the resident’s training, and this 
can best be done by clinical teachers. The resident must 
be shown that without a most thorough knowledge of anat- 
omy. he will find himself severely handicapped in making 
an examination and in interpreting his findings. Much is to 





be gained from ward rounds even though emphasis is 
usually on diagnosis and patient care. The author explains 
the “family” type of teaching rounds he conducts twice 
weekly which are attended by interns, residents and him- 
self, and the therapeutic pathology conferences. Everyone 
is expected to take an active part in the discussions in 
which all phases of the patient’s condition are covered in 
minute detail. The environment of these conferences seems 
admirably suited for covering the basic science aspects of | 
medicine. 
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Number eight of a series 


from leading medical centers 


Clinico-Pathological 


Conference 


Baylor University Hospital 


A 54-year-old housewife was brought 
to the hospital in a comatose state 
on December 30, 1955. 


Past history 


For more than two years the patient 
had been treated for glaucoma. Be- 
cause of steadily increasing visual 
impairment, a local ophthalmologist 
was consulted in November, 1955. 
Visual acuity was found to be 20/80 
in the right eye, and 20/40 in the 
left. There was a superior temporal 
visual field defect in the left eye, 
and a temporal defect in the right 
eye. Intra-ocular tension was in- 
creased bilaterally. With instillation 
of drops, the tension fell nearly to 
normal. During another visit later 
in November, she complained of be- 
ing nervous and upset, but had noted 
no headache or pain in the eyes. Ad- 
ditional diminution of vision was ob- 
served in the right eye, and there 
seemed to be some atrophy of the 
right optic nerve. 
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History of present iliness 


Two weeks before admission she de- 
veloped an upper respiratory infec- 
tion accompanied by slight fever and 
symptoms of sinusitis. These symp- 
toms persisted until two days prior 
to admission, at which time her hus- 
band noted drooping of the left eye- 
lid and slight mental confusion. A 
little later she complained of head- 
ache. Twelve hours before admission 
she lapsed into coma and was noted 
to have developed sagging of the 
left side of the face. 

The only significant illness in the 
past history was a carcinoma of the 
left breast which had been removed 
by radical mastectomy 4 years be- 
fore, without subsequent evidence of 
recurrence. 


Physical examination 


Physical examination revealed a 
comatose, obese, white female with 
weakness of the facial muscles on 
the left, ptosis of the left lid. BP 
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130/80, pulse 102, respirations 22, 
and temperature 105.8°F. The neck 
veins were distended, and there was 


marked nuchal rigidity. Fundu- 
scopic examination was unsuccessful. 
abnormali- 


No ear. nose or throat 


ties were noted. The left breast was 


surgically absent. Coarse rhonchi 


were heard in the lungs. Examina- 
tion of the heart revealed a normal 
sinus rhythm, no cardiomegaly, no 
murmurs. The remainder of the phy- 
sical examination was within normal 
limits. 


Laboratory data 


Admission white blood count was 
19,800, with 14 bands, 80 seg. and 
21 
Lumbar puncture revealed 
an opening pressure of over 300 mm. 
The fluid was turbid, and a direct 
smear showed numerous clumps of 


6 lymphs. Hemoglobin was 


grams. 


cocci, later identified as strepto- 
coccus hemolyticus. The fluid con- 
tained 11,100 white cells per cubic 
milliliter, 92 per cent of which were 
There 630 red 
blood cells per cubic milliliter. Pro- 
tein content was 500 mgms. per cent. 
AP and lateral views of the skull 
showed no abnormality. Treatment 
was started immediately, consisting 
of penicillin, 1,000,000 units every 
two hours, terramycin 200 mgms. in- 
tramuscularly every 4 hours, and 
cortisone 100 mgms. every 6 hours. 
despite the administration of sub- 
cutaneous fluids, aspirin supposi- 
tories, and alcohol sponges, the tem- 
perature remained above 104 de- 


polys. also were 
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grees until the following morning 
(12-31-55), when it began a slow 
but progressive decline, reaching 
101.6 by the end of the second hos- 
pital day. At the 


patient 


time, the 
cold, 
clammy and cyanotic, the pulse in- 
150, 
strictors were instituted in order to 
blood 


Oxygen was adminis- 


same 
began to appear 


creased to 140 and vasocon- 


maintain the above 


shock 


tered by mask. 


pressure 


level. 


Blood chemistries showed a sugar 
of 498 mgms. per cent, urea nitro- 
gen of 23.8 mgms. per cent, CO, of 
13.5 mEq/1 and alkaline phospha- 
tase of 1.56 Bodansky units. Her 
24 hour urine output declined to 70 
cc. with an intake of 3400 cc. Ery- 
thromycin 4 cc. every 4 hours was 
added to the therapy, and spinal 
puncture was repeated to reduce in- 
tracranial pressure. 

Blood 
following morning showed a sugar 
of 285 mgms. per cent, CO, of 21.6 
mEq/1. Urinalysis was reported as 
follows: Sp.gr. 1.017; albumin 1000 
mgm. 


chemistries repeated the 


per cent; sugar 1-plus; 
acetone negative; a few w.b.c. and 
coarsely granular casts. White blood 
count was 27,450 with 10 bands, 86 
segs and 4 lymphs. Hemoglobin had 
decreased to 9.1 grams per 100 cc. 

Convulsive movements were noted 
at times, and were not controlled by 
sodium luminal, gr. 2 every 4 hours. 
Crepitant rales were heard at the 
base of the right lung. 

Spinal puncture was repeated on 


January 2, 1956. The fluid was tur- 
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bid and xanthochromic. Many pus 
cells were present, but no bacteria 
were seen on direct smear and the 
culture was sterile. Her course re- 
mained unchanged and she expired 
that evening. 


Pathological findings 


At autopsy, no evidence of residual 
tumor was found in the vicinity of 
the mastectomy wound. The oppo- 
site breast contained no suspicious 
nodules. The remainder of the ex- 
ternal examination was unremark- 
able. 

The lungs together weighed 1060 
gm., the increased weight being due 
to generalized. moderate congestion 
and edema. The right kidney con- 
tained a well-circumscribed, cortical 
adenoma which measured 3 cm. in 
diameter in the upper pole. The 
aorta and coronary arteries exhibited 
moderate atheromatosis. The re- 
mainder of the thoracic and abdomi- 
nal organs were within normal 
limits. 

On opening the cranial cavity, the 
cerebrospinal fluid was found to be 
moderately cloudy. There was a 
large, firm, gray, partially cystic tu- 
mor which completely replaced the 
pituitary gland, destroyed the dor- 
sum sella and extended into the 
sphenoid sinuses on both sides. The 
left cavernous sinus was invaded, 
and the base of the brain was deeply 
indented by the underlying tumor 
with compression of the _ optic 
chiasm, the internal carotid arteries 
and the floor of the third ventricle. 
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The lateral ventricles were slightly 
and symmetrically dilated. On 
microscopic examination, the pitui- 
tary tumor was composed of mono- 
nuclear cells loosely distributed in 
structureless sheets and cords and 
showing a proclivity for a perivascu- 
lar arrangement. Small vascular 
channels were numerous, but the 
connective tissue stroma was scanty. 
Many areas of the tumor were ne- 
crotic. 

The individual tumor cells were 
ovoid to columnar and had slight- 
ly pleomorphic, round to ovoid. 
hyperchromatic nuclei with promi- 
nent nuclear membranes. Mitoses 
were present in small numbers. The 
cytoplasm was variable in content 
and usually of a finely granular, am- 
phophilic character. The meninges 
at the base of the brain showed an 
infiltration by moderate numbers of 
polymorphonuclear leukocytes, how- 
ever, in this case no bacteria were 
demonstrable. 


Pathological diagnosis 


Chromophobe adenocarcinoma of 
pituitary gland with destruction of 
dorsum sella, extension into sphe- 
noid and cavernous sinuses and com- 
pression of the optic chiasm and 
floor of the third ventricle. 

Localized basilar meningitis. 

Slight internal hydrocephalus. 

Accessory Findings: Cortical 
adenoma of the right kidney; mod- 
erate generalized atheromatosis; 
surgical absence of the right breast 
for mammary carcinoma. 
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No day in the medical career is more memorable 
than the first day of practice. For every Intern 
and Resident reaching this milestone, Wyeth 
Laboratories has a Welcome-to-Practice Service. 


If you plan to enter practice before the end 

of 1956, see your Wyeth representative 

or write to us telling of your plans and we 

shall have your Wyeth representative stop to see 
you. He will be happy to provide certificates 
that will make you eligible for the program. 


Leather Utility Bag with Basic Medications: 
Illustrated here, this useful kit contains 

a variety of products that the new physician will 
wish to have for his day-to-day practice. 





Name Plate: Practice starts with the name 

on the door. Wyeth helps here, too, with a name 
plate of quiet dignity. A plastic stand is also 
available for those who prefer the name 

on the office desk. 


S-M-A®: Through its Physician’s Family 
Service Plan, Wyeth supplies S-M-A for the 
nutrition of the physician’s baby. When you open 
practice, remember S-M-A—without cost— 

for that newcomer of your own. 


And there are many other services available to 
fit your individual practice that your Wyeth 
representative will review with you. 


When will you enter practice? 
Be sure your Wyeth representative knows. 

There’s an annual Wyeth program timed to meet 
the needs of every new physician. 





Discussion 


In all probability the glaucoma 
which this patient manifested for 
two years was unrelated to the tu- 
mor of the pituitary, however, the 
hitemporal hemianopsia and optic 
atrophy must have been caused by 
compression of the optic chiasm by 
the tumor. It is interesting that this 
patient manifested no headaches, as 
many patients with pituitary tumors 
of this magnitude complain of tem- 


tration of parenteral fluids must have 
been responsible for the elevated 
blood sugar determinations. The re- 
mainder of the clinical chemical 
studies are easily explainable on the 
basis of meningitis with attendant 
acidosis. 

Benign pituitary tumors are fairly 
common; however, adenocarcinomas 
are infrequently encountered. As 
benign adenomas may cause local 
destruction of bone and compression 


poral or bitemporal, severe, constant, of contiguous structures, one must ph 
headaches. rely on the histological and cytologi- se 
Terminally, purulent meningitis cal characteristics of the tumor to Ur 
followed erosion of the sphenoid support the diagnosis of adenocar- an 
sinuses by the tumor. The adminis- cinoma. an 
In 





Alien Interns and Residents 7 
Various factors have made it extremely difficult to obtain oh 
reliable figures on the number of foreign-trained physicians of 
occupying house officer positions in hospitals in this country. on 
J. E. McCormack and Arthur Feraru report a study under- on 
taken by the Institute of International Education in co- the 
operation with the American Medical Association [Journal 
of the American Medical Association, 158: 1357 (1955) ]. 
They have endeavored to eliminate immigrants and dis- = 
placed persons, and to base their count on foreign citizens - 
with a permanent foreign residence. Data indicate that in 
for the period 1954-1955, there were 3,275 foreign residents Ho 
in hospitals here. Women constituted 11.8 per cent of the me 
number. Chosen fields of study for these visitors included 19: 
33 specialties, with surgery heading the list. Mc 
de! 
du 
the 
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Medical Services 
For American Indians 


Here are some facts about a little-known 
phase of government medical service which 
serves nearly 400,000 American Indians in the 
United States. In this down-to-earth, penetrating 
analysis the author points out both the hardships 
and rewards the resident may expect as an 
Indian doctor. 


Stanley L. Hoffman, M.D. 


7 is a field of medical prac- 
tice in this country and Alaska 
which should be of interest to many 
physicians faced with the necessity 
of beginning service under the Doc- 
tor Draft Law. This work has a 
number of attractive features, not 
the least of which is the fact that 


the two years of service required can 
be given a civilian-type medical 
practice of a rewarding kind. This 
practice is in the program of the 
Federal Government’s medical serv- 
ices to American Indians of whom 
there are some 400,000. 

Until recently this medical pro- 





THE AUTHOR was graduated from the Medical School of the University of Penn- 
sylvania in 1938 and then served a two year internship at the Henry Ford Hospital 
in Detroit. This was followed by a year of general residency at the Pontiac General 
Hospital in Pontiac, Michigan. Between 1942 and 1953 he served as a civilian 
medical officer with the Navajo Indians in Arizona for a total of eight years. From 
1953 to 1955 he was medical officer on the Ft. Belknap Indian Reservation in 
Montana as a commissioned officer in the Reserve Corps of the U. S. Public Health 
Service. He still holds his commission with that organization, but is on an inactive 
duty status, serving this year as a resident physician in diseases of the chest at 
the Michigan State Sanatorium. 


June 1956, Vol. 2, No. 6 69 








gram was administered by the Bu- 
reau of Indian Affairs in the Depart- 
ment of the Interior. However on 
July Ist, 1955, it was turned over to 
the United Public Health 


Service and is now administered by 


States 


that agency through its Division of 
Indian Health. 

The division operates 52 hospitals 
and 8 sanatoria for Indians in the 
United States and Alaska. 

Since practically all of the In- 
dians entitled 
services live west of the Mississippi 


to Federal medical 


River that is where the hospital’s 
are located 
which most of our national parks 


— the same areas in 
and forests are to be found. 

And for the doctor wanting to get 
out of a crowded city, for the phy- 
sician man who would like to do a 
little hunting and fishing, or for the 
couple who wanting a complete 
change of scene, these Indian areas 
order. The Public 
Health Service allows a full month’s 
vacation with 


are made to 
pay out of every 
twelve, so there is opportunity for 
travel, camping trips, etc. 


Facilities excellent 


Most of the 60 hospitals and sana- 
toria are well-equipped. Those which 
have lagged behind in past years are 
rapidly being brought up to stand- 
ard. One has available all the diag- 
and treatment modalities 
which would ordinarily be expected 
in a well-run hospital of comparable 
Full stocks of the 


most useful medications are on hand 


nostic 


size elsewhere. 
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and funds are available for the pur. 
chase of medical books and _ period. 
icals. Standards for medical records 
are those approved by the various 
hospital rating organizations in the 
The 


good work are there and the phy. 


country. facilities for doing 
sician is put on his mettle to make 


the best use of them. 


Small hospitals 


The majority of these hospitals are 
not large. Of the 53 general hos. 
pitals operated in 1954 only 3 had 
an average daily census of over 50, 
The remainder may be further bro- 
ken down according to size as fol- 
lows: There are 11 hospitals with 
an average daily census of from 1] 
to 9, 19 hospitals with a census of 
10 to 19 patients, 13 with*20 to 29 
patients, 3 with 30 to 39 patients, 
and 4 with 40 to 49 patients. 

As mentioned, almost all of these 
institutions are located in the wes 
tern states. Distribution by states is 
as follows: Arizona has 11 hospitals 
and 2 tuberculous sanatoria, the 
Dakotas, 8 hospitals and 1 
torium; Oklahoma, 7 hospitals and 
New Mexico, 5 hos 


pitals and 1 sanatorium; Minnesota, 


sana- 
2 sanatoria; 


5 hospitals; Montana, 4 hospitals; 
Nevada, 2 hospitals, and Washing- 
ton and California, 1 each. In 
Alaska there are 8 general hospitals 


and 2 sanatoriums. 


Hospital staffs 


The professional staffs are made up 
largely of commissioned officers of 
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the U. S. Public Health 


with a few physicians under Federal 


Service. 


Civil Service. and of nurses who are 


mostly under Civil Service classifi- 


cation. 

The minimum number of physi- 
cians at any station is two and this 
number is increased in proportion 
to the size of the institution and the 
medical program centering on it. 

Ancillary positions are set up to 
complete the staffing, including lab- 
oratory and x-ray technicians and 


The 


kitchen 


orderlies, 
staffs are 


among the 


records librarians. 
nurses aides and 
usually recruits from 
local Indian groups. 
During 


little diff- 


culty has been experienced in filling 


recent years 


medical 
Doctor 


positions because of the 
Draft 


more difficult has been the problem 


Law. Considerably 


of recruiting adequate nursing staffs 
in many of the more isolated posts. 
Disease emphasis 


one of the minority 
the United States, but 
they are much like other people and 


Indians are 


groups in 


are subject to the same ills and 
accidents. Sometimes the emphasis 
is different because of differences in 
the Indians’ way of life. This way is, 
as often as not, the product of neces- 
sity rather than choice because the 
Indian has been pushed to the wall 
and made to take what is left over 
in the way of living space, jobs, etc. 

To illustrate the differences in 
the health picture of the Indians a 
few statistics can be cited. 
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The 


diseases of 


death rate in Indians for 


infancy was nearly 
double that for non-Indians in 1950, 
but the rate for hypertension and 
arteriosclerosis was only one half as 
great in Indians as in non-Indians 
for the same year. 

The death rate for influenza and 
pneumonia in 1950 was seven times 
as high among Indians as among the 
rest of the population, but for ma- 
lignancies the somewhat 


rate was 


less than one half that in the non- 
Indian population. 
In general, the rates for infectious 


conditions and accidents are higher 


and those for degenerative condi- 
tions are lower in Indians. Part of 
this is due to the different age dis- 


tribution of the Indian population. 
Their life expectancy is much less 
that of and 


consequently there is a smaller per- 


than other segments 
centage of them in the older age 
groups and a higher percentage in 
the younger groups. This affects the 
morbidity and mortality ratios as 
between malignant and degenerative 
diseases on the one hand and infec- 
tious diseases and accidents on the 
other. 

Heart disease was the number one 
cause of death in Indians and non- 
Indians alike in 1950, but the rates 
were 146 and 361 per hundred thou- 
sand respectively. 

Accidental deaths were the second 
cause of death among Indians in that 
year with a rate of 126, but in non- 
Indians the rate was only 59. Tuber- 
culosis was the third cause of death 
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among Indians with a rate of 118 
in 1950, contrasted with a rate of 
only 18 among non-Indians. 


Field stations 


The size of these Indian hospital 
operations is deceptive when taken 
on the basis of inpatient census 
alone. This is but part of the pic- 
ture, for care of hospitalized pa- 
tients is only part of the work of a 
medical officer assigned to Indian 
work. Most of the hospitals have 
busy outpatient clinics both at the 
hospital itself and at field stations, 
some as far away as _ seventy-five 
miles. 

In some areas, particularly on the 
Navajo Reservation, there are out- 
lying elementary schools where the 
medical officer makes periodic visits 
for routine physical examinations or 
to investigate and manage epidemics 
of acute infections. There is often a 
high rate of pathological conditions 
turned up during these examina- 
tions, particularly skin trouble, den- 
tal caries, chronic otorrhea and mal- 
nutrition. 

Another increasingly important 
part of the work is the field of pre- 
ventive medicine which has long 
been neglected in many places. The 
Public Health Service is vigorously 


recruiting qualified personnel to 
staff programs in this field. The 
bulk of this work is done by public 
health nurses. But physicians direct 
it and must be present for the nu- 
merous clinics which are set up 
from time to time. 





Of special significance are the 
prenatal clinics which have come 
into their own only in relatively 
recent years, and the well baby 
clinics which are of vital importance 
in cutting down the strikingly high 
incidence of the various preventable 
infectious diseases and the nutri- 
tional disorders to which these 
youngsters are subject. 

In a sense, this is a pioneer type 
of medicine; it offers many experi- 
ences both unusual and interesting. 
The habits and thought patterns of 
the Indians frequently differ from 
our own and the average doctor finds 
it a challenge to try to adapt what 
he has learned previously to the 


needs of this group. 


Sanitation 


There is one other phase of the 
medical program to be mentioned, 
one where the doctor usually works 
only indirectly, though his interest 
or lack of interest can have a con- 
siderable influence on it. This is the 
program for improving sanitary fa- 
cilities and standards among the 
Indians. Over the past two years 
this program has been pushed vig- 
orously, for the need is a desperate 
one in most areas. Spearheading the 
program is a corps of younger In- 
dians who have been given training 
in sanitation methods at various 
centers and then have been sent 
back to their home reservations to 
do the spadework (sometimes, lit- 
erally) among ‘their own people. 
Although they are under the direc- 
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tion of the respective area sanitary 
engineers who are usually stationed 
in another part of the state, they 
run into many problems in their 
day to day operations where they 
need on-the-spot encouragement and 
advice. This, the doctor nearest at 
hand is in a position to give, if he 
will take the trouble to be inter- 
ested. And it does not take much 
vision to see that this work of the 
sanitarians has a direct bearing on 
his own more immediate interests 
sooner or later. 


Unique aspects 


Many will want to know what there 
is about this work that is unique 
and different. What are the factors 
that make it difficult and those that 
give it added interest? Such factors 
are bound to be present when deal- 
ing with as distinct a minority 
group as the Indians. Some of these 
derive from the nature of the Indi- 
ans’ cultural and racial background 
and some from the setting in which 
they live. 

No two groups are alike and it 
must be remembered that the In- 
dians differ as widely among them- 
selves as do the various peoples of 
Europe. This is true linguistically 
and culturally. 

The Navajos are one of the larg- 
est and most backward of all Indian 
tribes. Only one out of four has an 
adequate grasp of English and they 
have remained 
blooded. 


The Chippewas of 


relatively pure- 


Minnesota 
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practically all speak English and 
most of them are of mixed blood: 
few of the younger generation are 
familiar with the old tribal language. 

In between these two are all gra- 
dations of advancement and racial 
admixture. In some areas it is neces- 
sary to carry on the bulk of one’s 
work through an interpreter, while 
in others it is most unusual to need 
one. In some areas the old tribal 
ways are still very important and in 
others they are almost forgotten or 
dusted off only for the benefit of 
tourists. 

On the Navajo Reservation one 
must take into account the peoples’ 
fear of anything having to do with 
death. This creates problems in the 
treatment and disposition of terminal 
cases and in the handling of the 
dead. The attitude is ingrained from 
earliest childhood and is fostered 
by all their customs and religious 
thought. One soon learns not to 
treat it lightly. 


Medicine man 


The medicine man is still an in- 
fluential figure among the Navajos 
and a number of other tribes, and 
it is important to understand the 
position which he occupies. Most 
of the Indians, before their way of 
life was modified by white civiliza- 
tion, did not separate religion on 
the one hand and illness and the 
healing arts on the other. These 
were closely intertwined, a concept 
which has a basis of truth. Conse- 
quently, the medicine man combined 
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in one individual the offices of 
physician and priest. It is necessary 
for the doctor always to regard 
him as a person of consequence. 

His functions are not to be laughed 
at nor shrugged off where his posi- 
tion has not been undermined by 
modern civilization. However, neither 
does one need to compromise his 
own standards of medical practice 
in dealing with these men. If the 
doctor is reasonably competent and 
obviously has the interests of his 
patients at heart he will find that 
most of the medicine men will coop- 
erate with him. Many of them hold 
the concept that each way of heal- 
ing has its points of superiority 
and therefore each has its place. 
(Can anyone honestly, deny that 
this may be so?) 

The medicine man is among the 
original exponents of the concept 
of psychosomatic medicine. Often 
he is in a far more advantageous 
position to assess the interplay of 
environment and circumstances on 
his own people than is the alien 
physician with his attention focused 
only upon the externals which are 
evident to him. 


Isolation initiative 


There is another factor in opera- 
tion to a greater or lesser degree 
in medical work among the Indians. 
It varies with the isolation of a 
given station and is contingent on 
that isolation. This factor is the 
premium which is placed upon the 
initiative and resourcefulness of the 
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physician when he is faced with 
an emergency which he alone must 
handle if it is to be treated at all. 
Such a situation is becoming in- 
creasingly rare in much of the 
country where the echelons of 
medical and surgical consultants are 
always available and where usage 
demands that one be careful never 
to venture beyond his medical 
depth. 

Often it is a revelation to dis- 
cover what medical prodigies one 
can accomplish when one must. Our 
system of medical training is such 
as to foster almost an awe of many 
procedures which are always del- 
egated to specialists. General practi- 
tioners are closely restricted as to 
what they may and may not do, and 
so they rarely have an opportunity 
to venture into certain fields. This 
is not to say that such a system 
is not to the best advantage of the 
patient. In the overall picture it 
undoubtedly is, but many a good 
and capable man never gets the 
opportunity to go all out and see 
what he really can do. 

Two years in a relatively isolated 
Indian hospital tackling all sorts of 
medical problems with one or two 
colleagues to assist and advise can 
put the final touches on the process 
of bringing to maturity one’s self- 
confidence, while at the same time 
there comes an illuminating aware- 
ness of one’s limitations. This may 
well prove to be the period in which 
one decides what medical specialty 
he is really cut out for, and what 
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further study and training he par- 


ticularly needs. 


Dependence 


{kin to the ideas discussed above 
is another factor of interest in this 
work. Anyone with pride in what he 
is doing likes to feel that to some 
extent he is the indispensable man 
in the situation. This is not neces- 
sarily something to be ashamed of, 
for it can add the needed touch of 
inspiration to one’s work. Too often 
the younger doctor in a medical 
center feels like a very minor cog 
in a complicated machine. His ac- 
tivities are stringently compart- 
mented. If he must drop out for one 
reason or another there are half 
a dozen others to step in and fill the 
breach. 

The Indians do not have in their 
midst any significant number of 
private medical practitioners. They 
are dependent on the medical men 
sent to them by the Government. 
While it is true that in a few areas 
they can secure adequate private 
medical care, in most cases it is 
provided, if at all, only grudgingly 
by men who have all they can 
handle with their white practices. 

Therefore, the Indians must go 
to the Government medical officer for 
whatever care they are to have. He 
is the indispensable man so far 
as they are concerned. This puts 
him in a unique position and one 
of considerable responsibility and 
trust. Unfortunately there have 
been, and always will be, some who 
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abuse this position by careless work 
and shirking of hours and responsi- 
bilities. But most men respond to 
the challenge and find here the ful- 
fillment of the goals which they 
had when they first embarked on 
their medical careers. 

The Indian takes a while to accept 
a newcomer, but generally he is a 
shrewd judge of character and mo- 
tives. If he likes what he sees, after 
a sufficient probationary period he 
will be a firm and trusting friend 
(and one is then hard put to it to 
live up to his confidence). But this 
too is a rewarding experience. The 
Indian physician will be deeply 
touched by the sincere expressions of 
appreciation which he will get from 
time to time—and particularly when 
the inevitable day comes that he 
must leave. 


Government employment 


And what of the annoyances and 
difficulties? To deny that there are 
any would be to present a distorted 
picture. No worthwhile job is with- 
out its hard spots. This is Govern- 
ment employment and, like all such, 
it must be carried out according to 
certain regulations and in specified 
ways. This appears to be necessary 
in the interests of maintaining satis- 
factory standards. It can be a head- 
ache at times, but need not be a 
major one if you make up your 
mind that you’re not going to fight 
the powers that be or the seemingly 
useless red tape. Compliance is the 
most satisfactory course and there 








of room for free and 
unhampered activities according to 
your inclinations. You may be sur- 
prised to discover later that there 
actually are good and sufficient rea- 
sons for most of the regulations. 


is plenty 


Assignment 


There is some opportunity for choice 
of assignment, but it may turn out 
to be like picking a pig-in-a-poke 
for the novice. He may find himself 
in a spot which he does not like 
or working with associates who are 
uncongenial. His immediate superior, 
and there is always one in Govern- 
ment service, may rub him the 
wrong way and vice versa. There 
is little the subordinate can do 
about it except try to get along as 
best he can. 

Having made these observations. I 
can safely say from personal ex- 
perience that these situations do 
not arise often enough to a serious 
degree to be much of a deterrent 
to the one considering this work. 

Restrictions and regulations are 
not nearly the factor that they are 
in military duty, and in my experi- 
ence the much-maligned government 
employee is a better than average 
individual, interested in his job and 
trying to do it as well as possible. 
Therefore, one runs into very few 
really difficult associates. 

There are times when you lose 
patience with the Indians and you’re 
almost ready to lend a willing ear 
to those who say that all Indians 
are shiftless characters who can 
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never be depended on and are al- 
ways dirty. A good antidote for that 
feeling is to think back upon your 
experiences with the unwashed 
masses of our own race, especially 
if you have put in some time at a 
municipal or state hospital. The 
Indian will begin to look better, and 
even more so if one stops to consider 
what the Indian is up against in 
comparison with his more privileged 
white brethren. 

Sometimes you'll get your fill of 
the wide-open spaces and long for 
a night in some city. When this 
feeling becomes overpowering, there 
is at least one town somewhere with- 
in driving distance. It may not offer 
much, but at least there are bright 
You'll be sick of them in 
an hour, glad to get back to your 


lights. 
work. 
Living conditions 
At nearly all posts, the doctor is 
assigned government housing for 
which the rent is nominal in com- 
parison with like facilities available 
commercially in most towns and 
cities. All utilities are included and 
usually the quarters are furnished. 
However, the Government is trying to 
get out of the furniture buying bus- 
iness, so many of the items avail- 
able will be neither the most 
modern nor in the best condition. 
Families with their own furniture 
may prefer to install it in the house 
assigned to them. Nearly all one’s 
neighbors will be Civil Service em- 
ployees in the various branches of 
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89.9% of patients Bad 


free from trichomoniasis 





in one menstrual cycle 


This receptionist’s symptoms of local 
itching and burning are gone, due to 
her doctor’s thorough powder insuf- 
flation and her own use of supposi- 
tories at home. 


¢ many cases refractory to previous ther- 
apies responded to TrIcOFURON com- 
bined therapy in 4 clinical studies of 
108 patients.* Cure rate was 89.9% 


¢ advantages: contains a specific, tricho- 
monacidal nitrofuran. Kills many sec- 
ondary invaders but permits essential 
Déderlein’s bacillus to exist. Effective 
in blood, pus and vaginal debris 


© office treatment: insufflate TricoruRON 
Powder twice the first week and once 
a week thereafter 


¢ home treatment: first week —the pa- 
tient inserts one TricoruRON Supposi- 
tory each morning and one each night 
at bedtime. Thereafter: one a day—a 
second if needed 

Suppositories contain 0.25% Furoxone® (brand of fura- 

zolidone) in a water-miscible base. Hermetically sealed 

in green foil. Box of 12. Powder contains 0.1% Furoxone 


in water-soluble base composed of lactose, dextrose and 
citric acid. Bottle of 30 Gm. 


*Personal Communications to Medical Department, Eaton 
Laboratories. Detailed information on request 





one cycle regimen 


TRICO 


EATON LABORATORIES, Norwich, N.Y. QR CLL ee 
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the Indian Service. They are all 


selected people who have had to 
meet certain fairly high standards 
in their particular fields. 


make 


And most 


of them good and friendly 


neighbors. 


Social activities are often sur- 


prisingly varied and _ interesting. 
There are bridge and canasta clubs, 
Red 


PTA chapters, ete. 


study groups, Cross service 


units. 
If one is near enough to a town 


and interested he can usually get 


into one of the service clubs such 


as Rotary or Lions. 

During hunting and fishing sea- 
sons the male population takes off 
for the hills and streams. 

Having one’s own car is almost 


a necessity for the nearest town 


may be anywhere up to seventy- 


five miles away, though in most 


places it is less than _ twenty-five 


miles. Groceries and household sup- 


lies are almost always available at 


the local trading post which is 


another term for country general 
store. However, most families prefer 
to do the bulk of their shopping on 
trips to neighboring towns where 
things are cheaper and in greater 


The 


widely, but there is always some- 


variety. school -facilities« vary 


thing available. At most of these 
posts various church mission groups 
have small chapels—sometimes only 
Protestant or only Roman Catholic, 


but more generally both. 


Working time 
So far as is possible, the eight hour 
working day for five days a week is 
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the norm for all Government em- 
ployees. On paper this also applies 
to physicians. But 
full of a hospital at all 
times means that night and week-end 


on-call duty 


the necessity for 
coverage 
must be divided among 
officers. If 
has every 
week- 


emergency cases 


the available medical 


there are only two. each 
and other 
eall for 


for week-end general hospital 


other night every 
end on 
and 
rounds. 

Often it is possible to get 
time off 
week, but the 


some 
compensatory during the 
this 


work had better not count too heavily 


doctor doing 
on a straight forty hour week. (Only 


a small percentage of physicians 
can ever expect this no matter where 
they are located.) If it is a matter 
of major importance to anyone he 
find that he taken 


up the wrong profession. 


may well has 


Dress is usually on the more in- 


formal side with a minimum 


ber of Slacks 


sports type shirts are often accept- 


num- 


suits necessary. and 
able, though in some places it is 
customary to wear white shirts and 


ties. It has been a_ service-wide 
policy for many years to require that 
physicians wear white coats while 
on duty. The Public Health Service 
so far has not required men in the 
Indian hospitals to wear regula- 
tion uniforms as they have in other 


Public Health hospitals. 


Appointment 
It is necessary to apply to the U.S. 


Public Health Service for a com- 
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Regular or 
Reserve Corp. Before this is given, 


mission in either the 


the candidate will be required to 


pass a written professional examina- 
tion and a physical examination. He 
will also be asked to have a personal 
interview with a designated com- 
missioned officer of the Corps. 
Examinations are given at various 


Public Health 


different cities around the country 


Service Stations in 
and the grade to which a man is 
commissioned depends directly on 
his experience and the length of 


from 
medical school. Grades are equival- 


time since his graduation 
ent to those of the Army and Navy 
and pay scales are the same. At the 
time of application the candidate is 
given an opportunity to express his 
preference as to types of assignment, 

Inquiries should be directed to the 
Public Health Service as follows: 
The Department of Health, Educa- 
tion and Welfare, United States 
Public Health Service, Division of 
Commissioned Officers, Washington 
a wo G 
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Blueprint for 


Better Conferences 


No single conference session can be all things to 
all physicians. Each has its specific purpose in the 
education of the physician and management of the 
patient. And the purpose is the resident’s guide in 
organizing content, presentation and the level of 


discussion 


part I of this article appeared last month 


.. the administrative side of 
a workable conference program has 
been established and a_ suitable 
schedule drawn up, the resident can 
concentrate on the professional fac- 
tors involved in each type of con- 
ference. 


Perhaps the factor most funda- 
mental to the success of a con- 
ference is a clear idea of what the 
particular conference is supposed to 
accomplish. Obvious? Apparently 
not. A common criticism of con- 
ferences by both house and attend- 
ing staffs is that the conference was 
“dull . . . and pretty much a waste 
of time.” The reason? In the great 
majority of such cases, those in 
charge of the conference weren’t 
sure just what it was they wanted 
to accomplish. And the conference, 
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though perhaps not a complete bust, 
was not nearly as productive as it 
might have been had there been a 
clearly defined objective beforehand. 


Education 


For example, it isn’t enough to con- 
sider “the education of the staff” 
or simply, “education,” as the raison 
detre for a conference. While it 
is true that education and training 
may be the broad objective involved, 
there is often a more specific rea- 
son—or should be. Whose education, 
specifically? The staff, yes. But 
which staff? Intern or resident? 
Student or nursing? Attending or 
administrative? 


Staff conference 


If the conference is being planned 
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for the benefit of the attending 
staff, the level of discussion is estab- 
lished by this fact. And the profes- 
sional qualifications of the discus- 
sors are equated to this purpose 
and this audience. 

And can the members of the 
resident staff benefit from such a 
conference? Certainly. Few con- 
ferences are at a level which pre- 
cludes discussion by residents. And 
even an attending staff conference 
shouldn’t be permitted to degenerate 
into a forum for pontifical mono- 
loguists. 

It is expected that interns and 
residents might occasionally have 
to stretch their necks a bit in order 
to follow. But this is rare unless at- 
tendings turn the conference into a 
“bull session.” Rarely will there 
be an occasion when the resident will 
draw a blank in his understanding 
of elements of the discussion. After 
the conference is over, he can dis- 
cuss the conference with his chief, 
fill in any gaps, and add immeasura- 
bly to his professional development 
in the process. 

Some hospital conferences deal 
with an immediate problem in pa- 
tient care. In these instances educa- 
tion at all levels becomes secondary 
to a professional evaluation and deci- 
sion concerning the problem. 


Resident training 


Other conferences are set up pri- 
marily to teach the residents. Ob- 
viously such conferences would be a 
waste of time if pitched to the level 


June 1956, Vol. 2, No. 6 








of medical students who happened 
to be present. By bringing the 
student up on matters commonplace 
to the resident and senior staffs, the 
conference bogs down. This is parti- 
cularly true when groups of clinical 
clerks are rotated every few weeks 
so that basic matters must be re- 
peated several times a year. A 
standard operating procedure or 
S.0.P. for conferences will prevent 
this. 

The resident staff is usually per- 
mitted to arrange conferences strictly 
for the resident group. In this type 
of meeting, residents are often more 
at ease, feel free to express opinions. 
Members of the senior staff are 
frequently invited to participate. 

In some other instances, regularly 
scheduled conferences are turned 
over to the residents who lead the 
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discussion. These may turn out to 


be some of the most challenging and 
informative sessions . . . or con- 
versely, some of the worst if not 
properly prepared in advance. 

In any event practically all con- 
ferences should be attended by 
members of the house staff. Students 
and nurses are invited to many 
meetings. 

Conferences to be considered 
separately include clinic sessions 


and grand rounds (especially 
adapted for discussion and _teach- 
ing) and clinical-pathological con- 
ferences. The difference is not so 
much the presence of a pathologist 


(he will be present in other clinical 


meetings as well), as it is the ap- 





proach and emphasis. In some CPCs, 
for example, the “answer” is given 
at one point of the proceedings and 
leads to valuable retrospective con- 
sideration of the case. 


Clinical conference 
Clinical 


name) deal either with patients 


conferences (under any 
who are still under care and whose 
disease offers some problem. ol 
with those who have improved o1 
have been discharged. In clinic ses- 
sions the patient is often brought 
into the room; this should onl 
be done if examination reveals points 
which cannot be covered equally 
well by verbal presentation. Many 
tumor conferences or sessions of 
tumor boards fall into this “clinic’ 
groups... if they are open to the en- 
tire staff. 


If the purpose of a meeting is 
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to consult experts and arrive at a 
further 
patient, didactic talk is out of place. 


plan for management of 

This does not hold, however, for 
a clinical conference in which closed 
case records are presented. For here 
is the best time and place to acquaint 
attending and house staff members 
with departmental policies relating 
to diagnostic and therapeutic pro- 
cedures. It also provides a good op- 
portunity to discuss avoidable and 
unavoidable difficulties or bad _re- 
sults. Though all conferences offer 
instruction. the “closed case” con- 


ference perhaps presents the best 


medium for discussion of policies. 


Administrative 


It is customary in some hospital to 
have administrative and_ statistical 
matters brought up at the beginning 
of clinical conferences; this is sup- 
posed to take “a few minutes.” More 
often than not after some discus- 


sion of a normally unproductive 
nature. the administrative time ex- 
tends until very little is left for the 
( onferene “ 


Many brief 


administrative sessions adjoining the 


proper. 
hospitals schedule 
time of the conference. Other hospi- 
tals hold 


ings, 


separate “admin” meet- 
CPC 
The CPC 


tivity of any hospital approved for 


proper is a required ac- 
training. It is supposed to be held 


by. and for all services of the hos- 
pital jointly. But more often than 
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not it becomes an excercise of the 


medical service alone. This is partly 
because the most deaths, hence the 
most autopsies, are from the medical 
service. 

Yet, unfortunately members of the 
services often don’t 


surgical even 


know when and where CPCs are 
being held. This is regrettable be- 
cause inter-service problems are 
those which particularly need pres- 
entation and discussion. 

Just asking or forcing members 
of all services to attend. will not 
solve the problem. They must realize 
that they get something 


out of attending the CPC. Thus if 


actually 


there is any choice of material to be 
should be 


given to cases transferred from one 


pres nted. preference 
service to another. or in which ex- 


tensive consultation played an im- 


portant part. 
And merely throwing in an occa- 
sional surgical case will not do the 


trick. 


Mortality 


Morbidity and mortality conferences 
have a special purpose. In a limited 
time. all fatalities and certain cases 
occuring 


of morbidity during the 


month are presented. along with 
autopsy findings whenever pertinent. 
Only the barest minimum of infor- 
mation can be transmitted. The en- 
tire plan of such a conference is 
upset if one case is discussed at 
great length. Cases of unusual in- 
terest should be referred to another 


kind of meeting. 





































Obstetrical 
Occasionally, individual services have 
their own clinical-pathological con- 
ference; more commonly an occa- 
sional case with autopsy is taken up 
in one of the clinical conferences. 

Obstetricians have a_ particular 
problem since their cases of maternal 
deaths (of which there are very 
few) need to be discussed in great 
detail. In addition, the detailed con- 
sideration of perinatal (fetal and 
neonatal) fatalities always proves 
interesting and instructive. Yet, in 
a large service it is impossible to 
take up every perinatal death in 
detail. And a brief mention of all 
cases in a semi-statistical fashion 
is rather fruitless. 

Perhaps the best plan is to select 
one, or at most, two cases for each 
weekly or monthly meeting. This is 
one instance in which cooperation 
of services is essential; it includes 
obstetrics, pediatrics, pathology and 
last, but not least, anesthesiology. 
(Nurses should be invited. Often 
they are the first to notice trouble in 
a baby.) 


Conduct 


There are two ways of conducting a 
CPC. Either the pathologic findings 
are made known at the time of 
presentation of the history and the 
discussion is then undertaken with 
full knowledge of the final diagnosis. 
Or, the formal and informal discus- 
sors are expected to arrive at a diag- 
nosis after presentation of the his- 
tory alone. Their opinions are then 
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checked against the pathologic di- 
agnosis which is presented at the 
end. 

The latter is more popular, pre- 
sumably because it is more dramatic: 
it gives the discussors an opportunity 
to show the steps involved in arrivy- 
ing at their diagnosis. 

On the other hand, there are cases 
which one may wish to present to 
the audience, cases in which it is 
either impossible or too easy for a 
discussor to arrive at the correct di- 
agnosis; in these instances the first 
method might better be followed. 
This usually takes less time and 
therefore might be a good method 
for a second case. 

No matter which procedure is 
followed, a senior member should 
summarize the case following the 
discussion and presentation of path- 
ologic findings. 


Selection 


Selection of cases for presentation is 
by mutual agreement of the services 
concerned. Although it is not the 
purpose of conferences to embarrass 
another service, this seems to oc- 
cur far too often in some hospitals. 

If mutual agreement and coopera- 
tion exists, it should not matter 
who is the chairman of the meeting 
so long as he is not personally too 
involved in the subject of the con- 
ference. 

The abstract of the patient’s his- 
tory must be reviewed by a senior 
member of each service concerned 
before presentation. It is of real 
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advantage to have the history 
mimeographed so that all may have 
a copy. In addition, certain statistical 
data can be set down on the black- 
board in an orderly arrangment to 
aid in the discussion. (Simply waving 
a paper containing this data—or 
temperature records—in front of 
an audience of 50 physicians is not 
conducive to assimilation of the 
material; front row, center ex- 
cepted. ) 

Three other points might be kept 
in mind: 

1. All the patient’s charts should 
be present at the conference. 

2. Every physician having an im- 
portant part or direct interest in 
the patient’s management should 
be notified in time so that they may 
arrange to be present. 

3. Someone should be delegated to 
keep a running record of all cases 
presented in conferences throughout 
the year to avoid duplication of 
material. 


Clear objective 
At major staff meetings, some hos- 
pitals combine both case presenta- 
tion and formal lectures. If this is 
the case, it is best to choose the 
two so they relate to the same sub- 
ject. Just as a formal lecture is 
made more significant by an actual 
case related to the subject, so too 
might the lecturer contribute to the 
discussion of the case. 

It has often been said that there 
can never be too short an individual’s 
remarks concerning a case nor too 
much discussion. 

Finally, keep in mind that the 
fewer the monologues and the more 
the discussion, the better the meet- 
ing. And whatever arrangements you 
may be charged with making for 
your conferences, put yourself in the 
place of the prospective audience. 
Keep your objective clearly in mind. 
And when the conference is over, 
ask your colleagues from other serv- 
ices for their comments. 


Two Hands For An Eye 


Ophthalmology, one of the oldest specialties, used to 
be a dangerous one for the doctor. Hammurabi’s 
Code, in 2250 B.C., called for payment of ten shekels 
for a successful eye operation, and amputation of 
both the surgeon’s hands in the event of failure. 
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This month’s panel 


MODERATOR: After graduating from an eastern medical 
school, he had his intern year and two years of pediatric residency 
in a midwestern hospital. Following a two-year stint in the Air 
Corps, he entered private practice in 1954, in a small suburb. 
DR. MELBURN: A graduate of a New York medical college, 
he interned at a city hospital and completed one year of residency 
in internal medicine at a Veterans Administration Hospital. He 
is now an assistant resident in a voluntary hospital in an eastern 
state and expects to enter practice in July. 

DR. BARNARD: He attended medical school and completed 
his year of internship at a midwestern college and hospital. Now 
a second year resident in pathology, Dr. Barnard expects to enter 
service in the current draft on July 1. 

DR. ALLEN: He is a graduate of an eastern medical college and 
had one year of internship in a voluntary hospital. He took his 
first year of residency at a Boston voluntary hospital; the next 
two years in hematology, at a county hospital in the midwest. 
At present he is an assistant resident in medicine at a large 
metropolitan voluntary hospital. 

DR. RAH: He attended medical school in India and was in 
practice in Bombay for five years before coming to the U.S. as 
a postgraduate student in cardiology. He interned at a Chicago 
hospital and had one year of residency in internal medicine at a 
New York City charity hospital. At present he is in his second 
year of medicine on rotation in hematology at a voluntary hospital. 
DR. BUCK: Graduating from an eastern medical school, he 
interned and completed a clinical fellowship of one year in a 
voluntary hospital. Dr. Buck is currently in his second year of 
residency in internal medicine at a large eastern hospital. 








Resident 
Roundtable 


Which service offers the best opportunity for resident 
education, ward or private? The panel agrees that some- 
thing is to be learned from each. Problems include catch- 
ing the private physician on his rounds, the speed at 
which private patients are in and out—gives residents 
little chance to study total course of illness, and hospitali- 
zation plans are leaving only the geriatrics patients for 
ward beds. 


R esident Roundtable is a transcript of a recorded panel dis- 
cussion among five residents and specialists, each from a different 
hospital. This and succeeding Roundtable articles represent the 
ideas, comment and opinion developed by the panel in response to 
questions raised by the moderator. 

Actual names of those attending the Resident Roundtable are 
not used. You are invited to contribute to these Roundtables 
through your Letters to the Editor. 


MODERATOR: As far as your education is concerned, 
what does the ward service patient offer you compared 
to private patients? 


DR. BUCK: Well, this year I’ve spent six months on ward service 
and am now in three months of private patient work. I think that 
in our program most everyone would agree they get the most 
value from ward patients as contrasted to those on the private 
medical service. 


MODERATOR: In what way? 


DR. BUCK: Well, the responsibility shared by the resident is not 
the same in both cases. The resident on wards has a great deal 
more to do with the case. Of course, the ultimate responsibility is 
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not his—nevertheless, his share of responsibility is greater than it 
is on private service. 


MODERATOR: Is the level of your work different in 
each type of service? 


DR. BUCK: Yes. One of the biggest factors, at least in my opin- 
ion, is that the amount of work, so-called scut work, snows one 
under to such a degree that what he can derive from the patients 
is further limited. 


MODERATOR: Do you mean on private wards? 
DR. BUCK: Yes. 


DR. MELBURN: That, I think, is especially true in my case. Our 
private service has no interns. As a result we must perform all 
duties that otherwise would be performed by the intern. 


DR. ALLEN: On our private service admission is sometimes de- 
termined by the residents. Most of these patients who come on the 
private service are interesting cases. The resident’s time is gen- 
erally shared equally among them all. The only way that the 
tremendous amount of time spent on private service for the routine 
duties can be compensated for, I think, is by a method of concen- 
tration on individual cases. The others, of course, are still given 
a proper amount of attention. 


MODERATOR: What of the art of medicine? 


DR. RAH: The so-called art of medicine really can’t be applied 
on the private service. The reason is there is no time to be arty. 
If I were asked what my solution to the problem would be, so that 
the private service could be made very much more desirable, I 
would say that the creation of intravenous teams for blood-drawing 
and intravenous administration, preferably on a nurse or other 
than resident level. This would leave the residents free to derive 
more education from the service. 


MODERATOR: Assuming such a team existed on your 
private service, could you then utilize the extra time 
gained, Dr. Buck? 


DR. BUCK: Yes, I think we could. First of all, rounds could then 


be made on the patient regularly and time would be available for 















Resident Physician 





cian 











+ 
— Fo 44-6 











Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 





Histacount means your satisfaction or money back—no questions. 


Free samples and catalogue on request. 







WHEN YOU ARE READY TO ENTER PRACTICE. 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, ine. 
NEW HYDE PARK, 





AMERICA'S LARGEST PRINTERS TO THE PROFESSIONS 





June 1956, Vol. 2, No. 6 93 





more detailed rounds. I think the practicing physicians on our pri- 
vate service are very happy to have the residents take an active 
part in their cases. Therefore, this free time could be applied to 
closer direction of the case by residents in conjunction with the 
practicing physician. 


MODERATOR: Do you think such a blood and seut team 
on your particular private service is a possibility in the 
near future? 

DR. BUCK: No, but I think it is primarily a question of personnel. 
I understand this sort of system is being used now at other insti- 


tutions. But at our hospital, I don’t think it’s a possibility at the 
present time. 


MODERATOR: Do you think then that it is simply a lack 
of personnel which causes you to have this extra work? 


DR. RAH: I think it’s a lack of desire on the part of the adminis- 
tration to acquire personnel, trained personnel. 


DR. MELBURN: I go along with that. 


DR. BARNARD: I think it is partly costs. They have a problem 
of budget. A resident will be working for $60 a month where your 
technician will ask up to $100 a week. 


DR. MELBURN: As far as the hospital is concerned the present 
system is working well. Why change it? 


MODERATOR: By and large what degree of interest in 
resident education do you find demonstrated by your 
attendings? 


DR. BARNARD: It varies with the man, of course. Here, more 


than half the attendings show a direct interest. 


DR. ALLEN: I would say the same proportion exists at my hos- 

) pro} ) 
pital. The fact that there are many who are not interested does 
not really affect us because there are enough who are. 


DR. RAH: I think most of us would agree that each resident can 
get as much out of his program as he puts into it. 


DR. BUCK: Well, on my service, I know of no attending 
who is not interested in teaching. However, I don’t think this is 
the normal case. I think this is a reflection of the personality of 
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our chief of service. When a chief holds the respect and the au- 
thority over his attending staff, he can make a program work. 
He can insist upon the full utilization of the private patient for 






teaching purposes consistent with the proper care of the patient. 








DR. MELBURN: Any service with a dynamic personality on it is 


going to be a better service. 











MODERATOR: You mean with the dynamic personality 
as chief? 








DR. MELBURN: No. Anybody on the attending staff. 


DR. ALLEN: Well, certain dynamic personalities don’t get along 





well with other people. 








DR. MELBURN: Well, nevertheless, any physician on the service 


whether attending or chief or even senior resident who has a deep 





interest in his patient, in the service, in the resident and in his 





own education on either ward or private patients will spark the en- 





tire program of which he is a part. 
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DR. BARNARD: It doesn’t matter how many; just as long as one 
or two are generally enthusiastic. But it’s especially good if this 
individual is the chief; all the others on the staff tend to follow 
his lead. 


MODERATOR: Do you think a full time chief has any 
difficulties in this respect? 


ee 


DR. BUCK: I don’t think it is a question of difficulties. I think 
4 many full time chiefs, the academic or administrative variety, 
concentrate on matters of policy and the organization of the formal 
part of residency training. The fact that they do not bring in 
their own private patients somehow results in their dissociation 


j from the clinical aspects, the bedside teaching on the private cases. 


DR. ALLEN: I don’t think it’s negative—a withdrawal from the 
private beds. They simply tend to concentrate on the ward pa- 
tient for teaching purposes. 


MODERATOR: Does the number of attendings admitting 
patients on the private service affect the situation? 


DR. MELBURN: Very definitely. In our hospital we have more 
than eighty physicians admitting patients in any three month 
period. These men make rounds on their patients at times of their 
own choosing. They are in and out of here before you are aware 
they are even in the hospital. 


DR. BUCK: That’s right. We have the same trouble. If I am in- 
terested in a particular patient, I’m never sure but that I will be in 
the middle of an infusion or at a lecture or on some other bit of 
routine when the attending arrives to make rounds on this case. 
Missing him, I miss a chance to discuss the patient with him. 
The next day the patient has left the hospital. I have a perfectly 
“1 wonderful history and record of laboratory work and not a damn 
~ thing else. I don’t know what cured him or even how cured he 
in was. This is not uncommon by any means and I think you men 
will agree with me it can be pretty frustrating. 


DR. MELBURN: I certainly would agree with that. Unless you 
phone the attending for a discussion of the patient or call him 
m to find out when he expects to make his rounds, you can’t be 
0. sure you'll get any value from a case—no matter how interesting 
the case may appear to be at time of admission. 
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DR. RAH: Fortunately for them, unfortunately for us, many of 
these attendings are active practitioners, ever if we bump into 
them on the wards we can’t be certain that they will have the time 
to discuss the case with us. 


DR. BARNARD: Some want to spend the time and can’t. A 
MODERATOR: Do you think there is any way out of 4 
this problem? lizi 

‘ , , ' P sati 
DR. MELBURN: Well, I think that certain cases of interest could hul 
be selected by the residents, referred to the chief, and through the anc 
chief, arrange a designated time at which the attending physician “1. 


would be present in the hospital to discuss the patient with the 
residents. I think there would have to be a definite understanding 
between the chief of service and his attending staff. 


DR. ALLEN: This is a practice commonly followed by many hos- 
pitals. I know when I was in my first year of residency at another 
hospital, this was done as a matter of course. 


DR. RAH: Unfortunately, because of the time involved, it’s im- 
possible for certain practitioners to cooperate. 


MODERATOR: Is there any difference between ward and 
private patients as far as the individuals or types of 
disease entity is concerned? 





DR. ALLEN: I have noticed a change in just the last few years. 
It seems to me that the ward patient generally is elderly. He is 
admitted with a multiplicity of complaints and complications. 
Also, due to a heavy load of private patients, there is often a delay 
in getting him up and out. Frequently he will stay on and on 

if their is no emergency involved. Sometimes he has no place to go. 


DR. BUCK: That’s true on our wards now. We have primarily a 
geriatrics service going now. The Blue Cross patient on the other 
hand goes on private or semi-private. He is usually a working 
person or dependent. He is also younger on the average. There 
is a need to work him up promptly and get him back on his feet 
again in a hurry since he may be losing income from his job. 
Also, your Blue Cross patient will still have to pay his doctor’s 
bill—so the case gets prompt action. From an educational point 
of view we can treat the patient for a single disease entity, insti- 
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ADVANCES IN THE CONTROL OF MOTION SICKNESS 


hydrodynam icall ly 


Between fitful marine motion and its untoward effects 
on man, engineering science interposes the ship-stabi- 
lizing Gyrofin.* This servo-mechanism, by the compen- 
sating action of extendible, tilting fins installed in the 
hull sides, delimits and smooths the roll of a vessel 

and helps to ward off seasickness “hydrodynamically.” 


*T.M. of the Sperry Gy roscope Company 





pharmacod ynamically 


More universally (protecting the traveler by air and 
land as well as by sea) medical science interposes 
*“Marezine’, one of the best clinical barriers to motion 
sickness ever developed. This product of research by 
Burroughs Wellcome & Co. (U.S.A.) Inc., which con- 
trols nausea and vomiting by inhibition of sensitivity 
in the labyrinth of the inner ear, reflects modern 
understanding of the syndrome in question. That is, 
the view that despite intricate involvement of other 
organs and systems it is disturbance of the inner ear 
which chiefly sets off the train of pathologic events 
termed motion sickness. During erratic motion, the 
shifting of fluid and the tossing of cilia in the semi- 
circular canals cause transmission of haphazard and 
even contradictory balance impulses to the brain. Con- 
sequently, there emerge confused stimulations of the 
autonomic nervous system resulting in drowsiness, 
pallor, nausea and vomiting. 

*Marezine’ is a distinct advance in blocking this dis- 
tressing sequence “pharmacodynamically.” It acts rap- 
idly, effectively, and is remarkably free of side effects. 
To prevent motion sickness, ‘Marezine’ is taken half an 
hour before a trip; to relieve symptoms after onset, it 
is taken three times daily before meals. 


‘MAREZINE’. 
Hydrochloride 


brand Cyclizine Hydrochloride 
Tablets of 50 mg., scored. Bottles of 100 and 1,000. Tubes of 10 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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tute therapy and—if we're quick—observe its effect. But the 
older ward patient involves working from a multiple diagnosis 


so that no particular therapy can be measured alone. At least 


this seems often to be the case. 





MODERATOR: Well, don’t you think that the proportion 
of older persons in this country is growing so that you 
are actually getting a proper indoctrination into what 
you might expect to meet in your own practice? 


DR. ALLEN: I suppose that might be so, but I don’t think in 
quite the proportion of older patients that I see now on the wards 
every day. Many wards are becoming partly a nursing home for 
the aged; as I said, simply because many patients have no place 
to go after they leave the hospital . . . although social service 
helps them—but usually after a delay. 


MODERATOR: I guess that’s all we have time for now. 
We'll close the discussion at this point. 





“Alright, girls ... You can go, he took the job.” 
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PRODUCT Tapazole’ Propylthiourac ‘Tapazole’ Propylthiouract! ‘Tapazole’ Propyithiouract! 


NO 
PATIENTS 4s 3 


REFER- 





35 50 15 28 





ENCE J.A.M.A., 149:1637, 1952 Am. J. Med., 11:724, 1951 Am. J. M. Sc., 222:138, 1951 


‘Tapazol 





(METHIMAZOLE, LILLY) 


",.. by far the most rapidly acting antithyroid 
compound with which we have had experience?’* 


‘Tapazole’ is of benefit in all types of 
hyperthyroidism—as an aid in pre- 
operative preparation and as medical 
treatment in those patients in whom 
thyroidectomy is contraindicated. 


\ DH ANNIVERSARY 1876 
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Available as 5-mg. and 10-mg. 
scored tablets in bottles of 100 and 
1,000. 


*J. Clin. Endocrinol., 14:948, 1954. 
1956 / ELI LILLY AND COMPANY 
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BRAND OF OXYTETRACYCLINE 
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% new... peach-flavored, 
F peach-colored liquid 
1 form of TERRAMYCIN®t 


125 mg. oxytetracycline per 
5 ec. teaspoonful; bottles 
of 2 fi. oz. and 1 pint, 
packaged ready to use. 


HOMOGENIZED MIXTURE 


“Trademark Brand of oxytetracycline 
a 


: PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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Urology 





Specialty Boards 


Board Requirements 


7 i American Board of Urology 
was organized at Chicago, IIl., in 
September, 1934 by representatives 
of the 
Genito-Urinary Surgeons, the Ameri- 
can Urological Association, and the 
Section on Urology of the American 
Medical Association. The Board was 
incorporated in May, 1935. 


American Association of 


Purposes 


In brief the Urology Board was set 
up to: 

1. Render service to the public 
by ascertaining the competency of 
any physician or surgeon who is spe- 
cializing, or who wishes to specia- 
lize in the field of urology. 

2. Arrange and conduct examina- 
tions testing the qualifications of 
volunteer candidates. 

3. Grant and issue certificates to 
accepted candidates duly licensed 
by law. 

4. Endeavor to serve the public, 
hospitals, medical schools, medical 
societies, and practitioners of medi- 
cine and surgery by preparing lists 
of those urologists whom it has cer- 


tified. 
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Basic requirements 


1. The applicant must have grad- 
uated from a medical school of the 
United States or Canada recognized 
by the Council on Medical Edu- 
cation and Hospitals of the Ameri- 
can Medical Association and must 
have completed an internship of not 
less than one year in a hospital ap- 
proved by the same Council. 

Requirements of graduates of for- 
eign medical schools shall conform 





Knowing exactly what’s required 
often prevents confusion and costly 
misunderstandings. Here are essen- 
tial facts for quick review. When 
your particular specialty appears, 
mark the cover and binding of the 
issue for ready reference. 

The information contained in 
this article was obtained through 
direct correspondence with the spe- 
cialty board. Current news such as 
changes in requirements, special 
announcements, and notices of date 
and place of examination will be 
published in Resident Physician 
as received from the various boards. 
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SAVE Time hy Using This | Gilbert | Type BARDEX® FOLEY CATHETER 


with Self-Sealing Plug in Inflation Funnel 


One PERSON can easily inflate 
and deflate this Gilbert type BARDEX 
Foley Catheter. No assistant is needed 
to clamp or tie off the inflation funnel. 

Using a syringe with a 1 inch 20 
gauge needle, the plug is easily punc- 
tured. Then the balloon is inflated to 
the exact size desired with a measured 
amount of water. 

When the needle is withdrawn, the 
plug is self-sealing. There is no drip 


after inflation or deflation. To deflate, 
merely puncture plug with needle on 
empty syringe. 

More and more hospitals and physi- 
cians are saving time and money by 


using this Type BARDEX 
Foley Catheter. 


C.R. BARD, INC. 


SUMMIT, NEW JERSEY 








and be similar to the requirements 
demanded of applicants from ac- 
cepted medical schools in the United 
States and Canada. Such applica- 
tions will be considered by the full 
Board on individual merits. 

2. The applicant must establish 
in a manner satisfactory to this 
Board that he is a physician duly li- 
censed by law to practice medi- 
cine, that he is of high ethical and 
professional standing and that he is 
a member of the county, district, or 
territorial medical 
place of practice. 


society of his 


3. The applicant must establish 
that he has received special grad- 
uate training. 


Special requirements 


1. An approved internship of at 
least one year. 

2. One year in the basic sciences 
or clinical studies basic to urology; 
or one year residency in general 
surgery or internal medicine. 

3. An approved graduate three- 
year residency in urology, leading 
to competency in all its phases. 

4. The applicant must have an 
additional period of not less than 
two years in the practice of urology 
in the city of his office or place or 
practice. 

5. The applicant must assure the 
Board that he is engaged in the 
practice of urology and intends to 
continue to be so engaged. 

Note: 

1. Applicants whose _post-intern- 
ship training started prior to July 
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1, 1955, will be required to have 
a total of three years residency, two 
years of which must have been in 
approved graduate training in urol- 
ogy, and the one year preceding 
in clinical studies basic to urology. 
These may consist of general sur- 
gery or internal medicine. 

2. Applicants whose post-intern- 
ship training started July 1, 1955, 
but before July 1, 1957, may fulfill 
their requirements by completing a 
four-year training period consisting 
of: 

®@ one year in general surgery, 
a two-year approved graduated ur- 
ological residency and one _ initial 
year in the basic sciences or clinical 
studies underlying urology uv 

@ one year in general surgery, 
two years formal training in urology, 
described above, and one year of 
credit for two years of a preceptor- 
ship, approved by the Board. 


Application and fees 


The examination fee is $150. 
Fifty dollars must accompany the 
application. If, upon investigation, 
an applicant is found to lack any 
of the requirements stated above. he 
will be notified that he is ineligible 
for examination. One hundred dol- 
lars must be paid when the applica- 


Neither 


fee shall be returnable in any event. 


iion has been processed. 
Applications for certification shall 
be examined by the Credentials 


reviewed by the 


Committee and 
Board. When additional data are re- 
quired to complete the application, 
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these will be requested by the sec- 
retary. 
If a 


mitted a 


candidate fails, he is _per- 
second examination after 
one year or within three years, with- 
out additional fee, but he must give 
sixty days’ notice of his intention 
to appear for re-examination. After 
an applicant has failed twice he 
must file a new application and pay 
a second fee. 

A candidate who has been failed 
twice in any part of the examina- 
tion may be required to have addi- 
tional training (in accordance with 
recommendations from the Creden- 
tials Committee and from the full 
Board) before he may be permitted 
further examination. 


Index 


An index in consecutive order, of 
all major and minor urological sur- 
gery done 
during the last two years of prac- 
tice must be presented. This index 


may be verified by the various hos- 


(including endoscopy) 


pital administrators. 


Case reports 


The reports of 25 major urological 
cases must be presented; these must 
be representative reports from pri- 
vate practice. Reports must be type- 
written on 814” by 11” paper and 
in duplicate (no special form). 
Complete index lists must accom- 
pany the reports. If they are ob- 
tained from more than one hospital 
a separate index list of each group 
should be provided. These lists must 
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name at the 


state the 
head 
initials) of the patient, the hospital 


operator's 
of each page, the name (or 
number and the name and date of 
operation. Statements from superin- 
tendents of the hospitals attesting 
that the candidate was the operator 
must be included. 

The 


prepare the case reports, remember- 


applicant must personally 
ing that they are documentary evi- 
dence of his ability and that the ma- 
terial in them and the manner of 
presentation are important evidences 
of his competence as an urologist. 

The deadline for the receipt of 
case reports each year is September 
1. The exact form of case reports 
can be obtained through communi- 
cation with the Board. In_ brief, 
each case should contain the follow- 
ing elements: 

1. Heading 

2 Complete history 

3. Complete physical examination 

4. Initial laboratory and x-ray ex- 
aminations 

5. Admitting diagnosis 
man- 


6. Indication for further 


agement including post-operative 
course 


7. Follow-up 


8. Final summary 


Written examination 


The written examination consists of 
50% essay and 50% multiple choice 
questions. The examination is de- 
signed to test the candidate’s prep- 
aration in and his knowledge of the 


field of urology. including the sub- 
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clinically proved in many common infections'” 


Hemolytic streptococcal infections 
Pharyngitis/Tonsillitis/Sinusitis 

Otitis media/Mastoiditis / 

Scarlet fever/Lymphadenitis/Erysipelas 


Staphylococcal infecti /P occal 
infections /G | infections/ 
Vincent's Infection /Prevention of 

strept | infection in individuals 
with a history of rheumatic fever / 


Pre of dary infection due to 
penicillin-susceptible organisms 














in dosage of just 1 or 2 tablets t.i.d. 


and is far less costly than other penicillin salts 


Pentids 


SQUIBB 200,000 UNIT BUFFERED PENICILLIN G POTASSIUM TABLETS 


Recommended dosage: 1 or 2 tablets t.i.d. without regard to meals. Bottles of 12 and 100. 
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jects: clinical urology, pathology, 


anatomy, physiology, embryology, 
bacteriology, physiological chemis- 
try, and endocrinology. Examination 
is held on certain dates simultan- 
eously in different parts of the coun- 
try at places convenient for candi- 
dates. 


Pathology 


The examination in pathology will 
consist of the identification of gross 
specimens and of sections of tissue 
observed through the microscope. It 
will be held at the same time of the 
oral examination. 


Oral exam 


Oral-clinical examination will con- 
sist of discussions of common 
urological conditions. The subjects 
forming the basis of this examina- 
tion are urography; diseases of the 
genital organs, including the pros- 
tate; diseases of the urinary blad- 
der; and diseases of the ureters and 
kidneys. 

The examination may deal direct- 
ly with data found in the case 
reports which the candidate has sub- 
mitted. It will ascertain the candi- 
date’s familiarity with recent litera- 


ture, the breadth of his clinical 


experience, and his general qualifi- 
cations for practice in the specialty 
of urology. 

The professional adaptability of 
each candidate will be investigated 






in an attempt to determine his ethi- 
cal conduct and his attitude toward 
his patients and fellow practitioners, 


Grades 


Office routine requires a period of 
approximately one month before the 
candidate is given information about 
the outcome of his examination. Ac- 
tual grades are recorded in all parts 
of the examination, but these grades 
are not made known to anyone but 
the examiners. 


Final action of the Board 


Final action concerning each appli- 
cant is made by the entire Board 
and is based on the applicant’s 
training, his professional record, his 
attainments in the field of urology, 
and the results of the examinations. 
Any competent urologist with the 
required training will have no diff- 
culty obtaining the Board’s certifi- 
cate. This Board is not organized 
to prevent qualified urologists from 
obtaining certificates but to assist 
them in becoming recognized in 
their communities as men competent 
to practice in the special field of 
urology. 


Further information 


Information may be obtained by 
writing to: Dr. Wm. Niles Wishard, 
Jr., Sec.-Treas., American Board of 
Urology Inc., 30 Westwood Road, 
Minneapolis 16, Minnesota. 
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CARNATION INSTANT 
‘. | overcomes “diet resistance” because 
it tastes so good! 


of Exclusive Award-Winning* CRYSTAL FORM of nonfat dry milk 
the Only the Carnation crystal form mixes instantly even in ice-cold 
out water...stays fresh and free-flowing on the pantry shelf. And most 
do important, the flavor is fresh, delicious for drinking. 
a For the patient who prefers a richer flavor in nonfat milk, or is on 


restricted liquid intake, the physician may suggest an additional 
heaping tablespoon of crystals per glass (or an extra 14 cup crys- 
but tals per quart). 

This “‘self-enriched” Carnation In- 
stant provides heavier and richer 
flavor —and 25% more protein, 
calcium and B-vitamins with no 


»pli- increase in fat or liquid bulk. 
yard Carnation Instant costs up to 7¢ 
int’s less per quart than bottled nonfat 

his milk, about half as much as whole 
milk. Available anywhere. ¢ 
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An Aspect 


of Future Practice 


Perrin H. Long, M.D. 


init your editor has been gazing into the cry- 
stal ball in an attempt to discern certain aspects 
of the practice of medicine a decade or two from now, 
or at the time when the earning power of current 
residents, from the practice of medicine, should be 
rising appreciably or be approaching a plateau. Ad- 
mittedly, crystal ball gazing is a hazardous (if not 
illegal) business; if one keeps his eye on the ball, 
its general cloudiness resolves into at least one de- 
finitive pattern, one which has to do with older people 
and their economic and medical needs. 

It might be asked: What do you mean by old peo- 
ple? Well, for the sake of the present discussion, 
the Social Security Act’s definition of “an individual 
65 years or over” will be used. With this definition, and 
using population projection figures, we can come up 
with the estimate that there will be about 210 million 
people in this country in 1975, and of these, 12 million 
of the women and 9 million of the men will be 65 
or more years of age. One can also estimate that the 
bulk of these older people will be found in the in- 
dustrial areas and in certain southern areas which 
are reputed to have salubrious climates. 

The question of the financial support of these older 
people is interesting. In 1945, in the State of New 
York, 170 million dollars was paid to support the aged. 
or for their care in hospitals, nursing homes and 
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similar institutions. In 1955, these costs had risen to 
833 million dollars; it is estimated that in 1965, some- 
where in the neighborhood of 1.5 billion dollars will 
be paid out in the State of New York for similar pur- 
poses. Of this, a billion dollars, more or less, will be 
paid in old age insurance payments. 

Where is all this money coming from? The bulk 
of it will come from Old Age and Survivors Insurance 
(Social Security), which means from flat-rate taxes 
on wages and salaries. From the current 2 percent 
on the employee and the employer, the rate will rise 
to 4 percent on each in 1975. The remaining funds 
will come from taxes on property at the local level, 
graduated income and excise taxes at the State level, 
and graduated income and excise taxes at the Federal 
level. What is true for the State of New York will be 
essentially true for other states of the Union. 

How much will payments amount to in terms of the 
individual oldster? Currently, in New York State, 
these average $572 per annum. Of course the amount of 
the individual payment under the Social Security Act 
is growing rapidly; but under current laws, top 
payments to man and wife, after both are 65, will be 
about $2,000. 

This is an important figure to keep in mind when 
considering the ability of older patients to pay the 
costs of medical care in the future. Because of the 
prolonged or catastrophic nature of certain diseases or 
illnesses which afflict many older people, substantial 
increases in public funds expended for medical care 
in this group may be expected. It is difficult to 
estimate the total costs of particular diseases, but some + 
information bearing on this subject is available for 
the State of New York. In 1955, in that state, 28,000 
(29.5%) of patients in mental institutions were aged 
65 or over. In ten years, the cost of caring for these 
patients has risen from roughly 10 million to 30 mil- 
lion dollars. The cost per patient has more than 
hysician 
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doubled. while the number of patients has increased 
more than one-third, 

In 1954. in the country at large, 25 percent of 
patients admitted to mental institutions were older 
individuals. This figure will undoubtedly increase year 
by year. In 1955, a survey of aged patients made in 
municipal hospitals of New York City showed that 
roughly 27 percent of them were suffering from 
malignant neoplasma, arteriosclerosis, arteriosclerotic 
degenerative heart disease, or arthritis. Older patients 
suffering from these diseases stay in hospitals for 
considerable periods of time, at a substantial cost 
either to themselves or to the taxpayer. Also, with 
the absolute increase in numbers, and _percentage- 
wise, of the older individuals in our population in 
the years to come the costs of caring for illnesses 
among this group (unless control or cures are de- 
veloped) will increase appreciably. 

The rise in cost has been discusSed, and the types 
of revenue to meet these costs have been indicated: 
but what of the sources which will produce the money 
to pay for the support and care of the aged? Well. 
it boils down to one thing: a continuous high level 
of prosperity in this country. Otherwise, two things 
seem self-evident. Either the country will experience 
national bankruptcy, or all of us, and the aged as 
well. will be faced with accepting lower standards 
of living and of medical care. A third alternative might 
be the maintenance of higher tax rates to support the 
aged. while the remainder of the population accepted 
a lower standard of living. None of these seems very 
attractive. 

All long-range planning for the support or care 
of the aged is based on the thesis of an expanding 
gross national product and a continually increasing 
personal income in the United States. In 1954, the 
gross national product amounted to 361 billion dol- 


lars, while the personal income came to 288 billion 
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TO COUNTERACT 


corticoid-induced adrenal 
atrophy during corticoid 
as rar, therapy, routine support 


Saran of the adrenals with ACTH 


is recommended, 








THIS IS THE PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


¢ When using prednisone or prednisolone: 

for every 100 mg. given, inject approximately 100 to 120 units 
of HP*ACTHAR Gel. 

e When using Aydrocortisone: 

for every 200 to 300 mg. given, inject approximately 100 units 
of HP*ACTHAR Gel. 

e When using cortisone: 

for every 400 mg. given, inject approximately 100 units of 
HP*ACTHAR Gel. 


Discontinue administration of corticoids on the day of the 
HP*ACTHAR Ge injection. 


HP ACTHARG&/ 


*Highly Purified 


(b. 


The Armour Laboratories brand of purified adrenocorticotropic 
hormone—corticotropin (ACTH) 





7 IN SAFETY AND EFFICACY 
More than 42,000,000 doses of ACTH have been given 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 
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dollafs. In 1965, the gross product is projected as 
being 525 billion dollars, and personal income will 
amount to 420 billion dollars, if all goes well with us. 

Currently, in New York State, 2.35 percent of the 
total personal income of the people of the state is 
paid for the support or care of older people. This 
will rise gradually and may amount to 3.05 percent in 
1965. From these figures it can easily be seen that a 
fall in total personal income in New York State in 
the next few years would mean either that higher taxes 
would be necsessary to support the aged or that level 
of support would have to be lowered. 

As pointed out above, while the estimated income 
of older persons from Old Age and Survivors In- 
surance and other sources will increase during the 
years to come, as a group, their incomes will be low, 
while your need for medical care will be considerable. 
The resident of today must look ahead to the fact 
that in his lifetime, either by indirect means (taxes). 
or by direct contributions of time and effort, he will 
have to be intimately associated with the support and 
care of older people. From the point of view of his 
personal economy in Medicine, the aged, as a group, 
will probably not be an important factor in produc- 
ing income for the individual physician. Actually, 
whether in cash or in kind, he must look forward 
to the making of large contributions toward the sup- 
port and care of the aged. 

(Statistical material contained in this article was obtained 


from “Government Payments to the Aged for their Public 


Care in the State of New York” by Sidney G. Tickton. 
The Seventh Company, Inc. New York, N. Y.) 
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Who Says Doctors Can’t Write! 
Not us. The editors and staff of RESIDENT PHYSICIAN 


have been impressed by the quality of resident contribu- 
tions to your journal. So have you, if we may judge by 
So, we’re no longer listening to those who 
“are too busy studying the science of medi- 
cine to learn the art of expressing their ideas in writing.”’ 

This leads us to the next question: Would you like to 
write for other residents to read? 


your letters. 
claim doctors 


Resident interest is our only criterion. For example, 
though we’re not in the market for strictly ‘‘scientific’’ 
papers, we would welcome your views concerning your 
own specialty training or residency experiences. 

You will receive prompt acknowledgement — plus a 
check upon acceptance. 

If you’re not sure your idea would fit in RESIDENT 
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PHYSICIAN, 


try us anyway. Simply send an outline to: 


RESIDENT PHYSICIAN, 1447 Northern Blvd., Manhasset, 


New York. 


AVOID 


th SS Ae eR 


REINFECTION FROM “gb fg 


bd 


H DM vicina 244 
VAGINAL Ai) 


TRICHOMONIASIS J 


t's 


ARNAKY reports in treating vaginal 
K trichomoniasis “. . . approximately 
39 to 47 per cent of resistant cases are 
reinfections from the sexual partner.””! 
Symptom-free carriers. Most infected 
husbands of infected wives are asympto- 
matic. They are “. . . none the less a po- 
tential source of reinfection in wives 
successfully treated.”’? 

Protect the wife. Karnaky recommends 
in recurrent cases of vaginal trichomoni 
asis that the husband wear a condom at 


Prescribe bigh quality prophylactics. 
Take advantage of Schmid product im- 
provements to win cooperation of the 
husband. 


XXXX (rourex)® skins are made from 
the cecum of the lamb and are pre-mois 
tened. They feel like the patient’s own 
skin and do not dull sensory effect. 
RAMSES® natural gum rubber prophy- 
lactics are different—transparent, tissue- 
thin, yet strong. 

Your prescription of Schmid prophylac- 
tics circumvents embarrassment, assures 
fine quality, provides essential protection 


JULIUS SCHMID, INC. 
prophylactics division 

423 West 55th Street, New York 19, N. Y 

XXXXK (FOUREX) and RAMS are registered trade-mark: 

of Julius Schmid, Inc 


1. Karnaky, K. J.: Urol. & Cutan 


References 
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Accident, Sickness 
and 
Hospital Insurance 
for 
Physicians and Dentists 

Exclusively 


Physicians Casualty 
and 
Health Associations 


Omaha 2 Nebraska 
Since 1902 














ALL RESIDENTS: 


To be certain you won't 
miss a single copy of Res!- 
DENT PHYSICIAN, _ please 
notify us at least 30 days in 
advance of any change in 
your hospital mailing ad- 
dress. Simply drop a card 
to Resident Physician, 1447 
Northefn Blvd., Manhasset, 
N. Y. Please state both old 
hospital and new hospital 
addresses, your specialty, 
and the name of your chief 
of service. 














What's the 


Doctor’s Name} 


James Gallagher 


| l. was born August 17, 1878 in 


Dublin, Ireland. He is still 
and is now an 


living 


American citizen. 
*% * 


Educated at Stonyhurst and Trin- 
ity College, he won his medical de- 
gree at Dublin and set up practice 
in Dublin. 


* * 


In his younger days, he piloted 
his own airplane, raced motorcycles 


and was addicted to archery. 
* % 
He became a senator of the Iris! 
Free State, served from 1922-1936 


During the revolution that led the 
Irish to independence, W. B. Yeats 


recounts that this doctor “was cap 


tured by his enemies and imprisoned 
in a deserted house on the edge 0! 
the Liffey with every prospect 0 
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death. Pleading a natural necessity, 
he got into the garden, plunged un- 
der a shower of revolver bullets and 
as he swam the ice-cold December 
stream, promised it, should it land 
him in safety, two swans. I was 
present when he fulfilled that vow.” 


* * 


Though he is a surgeon and an 
eminent otolaryngologist, he is in- 
ternationally known in the field of 
literature. 

* * 


Yeats has termed him “one of the 


greatest lyric poets of our age.” 
George Russell characterized him as 
having the “wildest wit in Ireland.” 
Francis Hackett terms hint “sensi- 
tive and savage, poet and ghoul, hero 
and knave.” He appears in George 
Moore’s Salve as “the author of lim- 
ericks that are on the lips of all 
Dublin; James Joyce in Ulysses uses 
him as the original of “Buck Mul- 
ligan.” 


* * 


The titles of his books are inter- 
esting in themselves: As 1 Was Go- 
ing Down Sackville Street, Mourn- 
ing Becomes Mrs. Spendlove, It 
Isn’t This Time of Year at All, Start 
From Somewhere Else, Tumbling in 
the Hay. His Collected Poems can 
be found in almost all public li- 
braries. 


Can you name this doctor without 
turning to page 130? 
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THE architect who drew the plans 
for the office in which you will soon 
establish your practice was not com- 
pletely concerned how the tenant would 
make use of the space. 

That, of course, will be left to your 
planning, and you will know best which 
furnishings and instruments to include 
in your specifications. 

Diagnostic instruments will of course 
be considered, and because they con- 
stitute a major investment you may be 
interested in receiving a copy of “Your 
FUTURE ‘Selection 
of DIAGNOSTIC 
EQUIPMENT,” a 
helpful little book- 
let prepared by 
Sanborn Company 
as a possible guide 
for young doctors 
and doctors-to-be. 


To receive a copy, 
simply address 


SANBORN COMPANY 


Cambridge 39, Mass. 
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1. The electrocardiographic find- 
ings in pulmonary embolization 
(acute cor pulmonale) may closeiy 
simulate those found in: (A) acute 
myocardial infarction; (B) Fied- 
ler’s myocarditis; (C) atrial septal 
defect; (D) left ventricular hyper- 
trophy. 


2. The average daily maintenance 
dose of digitoxin is: (A) 0.1 gm.; 
(B) 0.2 gm.; (C) 0.1 mg.; (D) 
0.2 mg. 


3. The average daily maintenance 
dose of whole leaf digitalis is: (A) 


0.1 gm.; (B) 0.1 mg.; (C) 0.01 
gm. (D) 0.01 mg. 
4. In congestive heart failure of 


beriberi heart disease the cardiac 
output is: (A) variable; (B) de- 
creased; (C) unchanged; (D) in- 
creased. 
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Questions are from a civil service 
examination given to candidates for 
physician appointments in municipal 
government, 


Answers on page 130 


5. Sanitation workers should exer. 


cise unusual caution in handling 
burned out fluorescent lamp tubes 
because the tubes may contain: (A) 
fluorine gas; (B) hydrogen sulfide; 
(C) beryllium compounds; (D) 


radium salts. 


6. Biospy of rectal mucosa is of 
greatest value in the diagnosis of: 
(A) amebiasis; (B) pinworm in- 
fections; (C) schistosomiasis hema- 
tobium; (D) 
soni. 


schistosomiasis man- 


7. The leading cause of death in 


acute urinary suppression (as en- 
countered in acute glomerulone- 
phritis, incompatible transfusions, 


renal ischemia secondary to shock, 
ete.) is: (A) 
(B) ventricular 


pulmonary edema; 
fibrillation; (C) 


encephalopathy; (D) acidosis. 


8. Of the following the one which 
is of the gravest prognostic signif 
cance in hypertensive vascular dis 
ease is: (A) cardiac hypertrophy; 
(B) papilledema and retinal hemor- 


rhages; (C) diastolic blood pres 
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your patient should not be 
endangered by fluid accumulation 


during ‘rest periods” 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 
administration without dosage limitation results in refractoriness. 
Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 

But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 


ee 


BRAND OF CHLORMERODRIN e OF 3 CHLOROMERCUR!.2 METHOXY PYL UREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET 


a standard for initial control of severe failure MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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Give your patient that extra lift with “Beminal” 817 
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(D) 


sure of 126 mm. of mercury: 
faint trace of albuminuria. 


9, Jaundice without bile in the urine 


occurs most commonly in: (A) 
transfusion reaction; (B) amyloid 
disease: (C) chloroform poison- 
ing; (D) amebiasis. 


10. Enlargement of the gall bladder 


is of diagnostic significance in: (A) 
cholelithiasis; (B) carcinoma of the 


(C) 


cirrhosis. 


ampulla of Vater; cholester- 


(D) biliary 


OSIS 5 


ll. The nephrotic syndrome is usu- 


ally associated with: (A) nephro- 
sclerosis; (B) pyelonephritis; (C) 
polycystic disease; (D) glomeru- 


lonephritis. 


12. The best evidence of left ventri- 
cular hypertrophy may be obtained 
from the: (A) fluoroscopic examina- 
(B) electrocardiogram; (C) 
clinical (D)_ ballisto- 


tion: 
examination; 
cardiogram. 


13. In 
commonest cause of the appearance 
(A) 


emotional 


rheumatic heart disease the 


failure is: 
(B) trauma; 
(C) development of mitral stenosis; 


of heart 


activity ; 
(D) overexertion. 


14. Acute glomerulonephritis is best 
treated by: (A) rigid salt restric- 
tion and high potassium diet; (B) 
forcing fluids and restricting salt; 
(C) rigid fluid restriction and hy- 
pertonic salt; (D) adequate fluids 
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Give your patient that extra lift 
with “Beminal” 817 when high 
vitamin B and C levels are required. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
Riboflavin (Bz) ........... 12.5 mg. 
EE 75.0 mg. 
Pyridoxine HCl (Be) ......... 3.0 mg. 
Cale. pantothenate ........... 10.0 mg. 
Vitamin C (ascorbic acid) ...... 150.0 mg. 


Vitamin Biz with intrinsic factor 
1/9 U.S.P. Unit 


. 


Dosage: 1 to 3 capsules daily, or more, de- 
pending upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules. 


-] Ayenst LABORATORIES 


New York, N. Y.¢ Montreal, Canada 5668 
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to Doctors 
Just Starting 
in Practice 








Daily Log 
Record Book for Physicians 


Get a businesslike start with the 
efficient and easy-to-use DAILY LOG 
financial record system... now avail- 
able to doctors entering private 
practice at a low INTRODUCTORY 
PRICE. The DAILY LOG helps you 
set up orderly routines, avoid costly 
mix-ups and tax troubles, saves you 
time and money. No bookkeeping 
training necessary. A standard of the 
profession since 1927. Satisfaction 
guaranteed. 


Mail coupon below for Introductory 
Offer today. You will also receive the 
information-packed Colwell Record 
Supplies Catalog. Select the forms 
you need for accounts with patients, 
histories, appointments, billing, corre- 
spondence, announcements...all at 
low prices made possible by our 
tremendous sales volume. 


Se eee See eee eee eaaaauae 
COLWELL PUBLISHING COMPANY 
271 University Ave., Champaign, Illinois 


Please send me Daily Log Introductory Offer 
information for Physicians starting in prac- 


) Colwell Office Recor Supplies 
En ee 
RE cnnanidibemmneeipenanit 
DO vinwccninconmninnien a 









for turnover with adequate calories 
in diet. 


15. A large pulse pressure may be 
encountered in: (A) 
sis; (B) aortic stenosis; (C) pa. 
tent ductus arteriosus; (D) 
pid pulmonic valve without irsuff. 


mitral steno. 


bicus. 


ciency. 
16. A cardiopulmonary murmur 
usually occurs in: (A) mesodia. 


stole; (B) presystole; (C) earl 
diastole; (D) systole. 


17. Edema, ascites, enlarged liver 
180 mm 


Laennec’s 


and venous pressure of 
of saline suggest: (A) 
cirrhosis; (B) 
(C) inferior 
tion; (D) 
tis. 


congestive failure: 


vena caval obstruc- 


acute glomerulonephri- 


18. Hemoptysis is common in: (A) 
mitral stenosis; (B) 
ciency; (C) patent ductus arter- 
iosus; (D) tetralogy of Fallot. 


aortic insufh- 


19. Pulsus alternans is best detected 
by: (A) observation of jugular pul- 
sations; (B)_ electrocardiogram: 
(C) ausculation; (D) 
manometer. 


sphygomo- 


20. Myocardial infarction is always: 
(A) associated with leucocytosis; 
(B) productive of 
graphic changes; (C) 
with cardiac pain; (D) 
with heart muscle damage. 


electrocardio- 
associated 
associated 


Answers on page 130. 
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OFFICE SPACE 








MIRACLE MILE, MANHASSET, 
LONG ISLAND, NEW YORK: 1000 
square feet air conditioned office 
space. 1445-7 Northern Boulevard, 
Manhasset, New York. Directly 
opposite Lord & Taylor. Convenient 
parking space in rear of building. 
Within 10 minutes of five hospitals. 
Walking distance to railroad sta- 
tion. Bus service passes door. Would 
prefer to rent as single unit to 
group, but will consider a few in- 
dividual units. $5.00 per square 
foot. 

If interested, write Romaine Pierson 
Publishers, Inc., 1447 
Blvd., nN. %. 


Northern 
Manhasset, 
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cana Sayaaty. 


Going Into Practice? There Are Many 
choice opportunities in all fields “eich you 
would not normally be aware of. e have 


many that might interest you. Write =. 
The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 





RESIDENTS: WANTED 





OTOLARYNOLOGY RESIDENCIES—Available 
July |, 1956; approved; 3 year prograr 
salary and maintenance. Only first year 
residencies available. Write for particular 
or apply: Duke Hospital—Duke University 
Durham, North Carolina. 


DOCTOR WANTED: Recent graduate to take 
over general practice; may purchase equip 
ment at discount, worke on percentage, or 


rent office and equipment. Dr. Brecken 
ridge, Mason, Texas. 
PSYCHIATRISTS WANTED — Hastings State 


Hospital, Ingleside, Nebraska has available 
opportunities for psychiatrists with a 
ranges of training and experience. Salary 
based on experience and training with 
range of $8,600 to $'5,000. U.S. c tizensh p 
and Nebraska license necessary For further 
details contact Jack A. Wo iford. M.D 
Superintendent. 


ASSOCIATE PATHOLOGIST—to 


work nder 


internationally known pathologist in expar 
ing modern, hospital; supervise operation of 
clinical laboratory with full responsibility 


for the personnel and procedures; work with 
head pathologist on tissues and post 
mortem exams; expanding facilities offer 
opportunity for the development of research 
and teaching programs; have ar 
proved residency in clinical pathology and 
be ASCP Board Member or Board eligible 


must 


liberal benefits include | month's paid 
vacation; remuneration based on exper ence 
and training. For more information, write 


Executive Director, Weiss Memorial Hosp 
tal, 4646 Marine Drive, Chicago Illino 
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THE DEADLINE 
MOVES CLOSER... 








AVAILABLE TO RESIDENTS 
Until August 31, 1956, if... 


. you've entered medical school 
is now affiliated 


- you are thirty-five years old 


‘ | 0,000_;:. annually 
$5,000_;2; annually 


Write for application 


SAMA LIFE 


510 North Dearborn St. 




















| PSYCHIATRIC RESIDENCY Approved — 5 
bed hospital in Chicago medica enter 
Deans’ Committee supervised didactic clin 
cal program on 95 bed psychiatry and 


neurology service affiliated with University 
of Illinois, Loyola University, Chicago Med 
cal School, Institute for Juvenile Research 
County Psychopathic Hospital, and large 
out-patient clinic, Write: Manaaer, Veteran 
Administration, West Si Je Hospital, 820 § 
Damen. Chicago !2 ne 


WANTED — PEDIATRICIAN; DERMATOLC 
GIST; for staff of Group Practice Clin 
serving membership of over 20,000 
Washington D. C. Prefer Board eligible 
Physicians. For Pediatrician, one who ha 
finished residency recently, or now finishing 
Annual salary (open); one month vacation 
study leave; sick leave: comprehensive re 
tirement plan. Write to Medica! Director 
Group Health Association, In 025 Ver 
mont Ave., N.W., Washington 5, D. C 


PSYCHIATRIC RESIDENCIES—Indiana Univer. 
sity Medical Center; are now available 
fully-approved for 3 years of psychiatric 
training in a modern 2500 bed medica’ 
center; widely diversified training and e- 
perience provided in a 250 bed psychiatric 
treatment hospital, under Dr. D. F. Moore 
with rotating services through adjacent 
campus facilities, including 500 bed Veterans 
Administration hospital with Or. E. 6, 
Gogel, Chief of Neuropsychiatry, active 
university child guidance clinic and a 
university psychiatric outpatient clinic; ample 
opportunities for training and consultative 
services ina variety of un versity clinics and 
in 3 other university hospitals, including a 
children's hospital; broadly oriented univers 
ity training program with close persona 
supervision of psychotherapy in clinics and 
hospitals; impressive interdepartmenta! op- 
portunities for active clinical and allied 
basic research in a new psychiatric research 
institute and for teaching and supervisory 
experience in the medical school and its 
affiliated training programs in the socia 
sciences; stipend for Ist year, $4380, in 
creasing proportionately to 3rd year $5760 
eligibility for state licensure required for 
appointment. Write: J. |. Nurnberger, M.D 
Department of Psychiatry, Indiana University 
Medical Center, Indianapolis, indiana 


OPPORTUNITIES AVAILABLE IN VIRGINIA- 
For vacancies to be created by retirements 
beginning March |, 1956. (1) Two assistant 
directors of local health departments; ap 
plicants without public health training o 
experience given on-the-job training and 
paid a beginning salary of $8400; must be 
under 38. (2) Two directors of local health 
departments: salary $9600 to $11,472: mus 
be under 50 with recognized public health 
training experience; applicants must be 
American citizens and eligible for Virginie 
licensure; liberal sick leave, vacation, and 
retirement benefits. Write: Director of Loc# 
Health Services, State Department of 
Health, Richmond 19, Virginia. 
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~d — 50) NTERNAL MEDICINE—Approved Residency COMMUNITY HOSPITAL (small) needs addi- 








ente one appointment available July t VA tional doctor; training in internal medicine 
Ne ite Deans’ Committee hospital with rapid pa desirable, Write: Griggs Community Hos- 
tr pon tient turnover, Closely connected with med pital Association or to Dr. Wakefield, 
niente cal schools. Active teaching and nica Cooperstown, North Dakota. 
Medi. programs. Staff witt ; f 
searc * we, and GENERAL a alg eo pe oe aoeee Sor 
1 larg gton avery edic 238 bed coun eneral hospita miles 
Vetera trom ate to $3550 from San ee En Approved for G.P. by 
820 $ prior training te: rector ession A.M.A. Excellent age ng program, $300 
ery vA item tal, Washington, D. C plus maintenance. Dr. Baul Sweeney, 210 
39th Avenue, San ae California. 
APPRO VED RESIDENCIES—VA Hospita n 
ATOLO tegrated programs, Baylor University Aff GENERAL RESIDENT WANTED (house phy- 
© Clinic sted Soggy el has - Med “Ne Center sician) for July 1, 1956; Salary $350 per 
rie Ori + 1 Mec vo Patholowy month and maintenance, general hospital 
whe te Physical Medicine, Psychiatry and Urology with 312 beds and 36 bassinets; must be 
Finishing $7840 $3550. Career residencies, Neurology licensed in Pennsylvania. Apply: D. W. Hart- 
facation Psychiatry and Physical Medicine: $5915 man, Administrator, The Williamsport Hos- 
sive re 38990 Manager, VA Hospital, Houston pital, Williamsport, Pennsylvania. 
Director Texas, or Dean, Baylor University College 
025 Ver Medicine, Texas Medical Center. HOUSE PHYSICIANS WANTED; 345 bed gen. 
. - eral hospital: rotating service; $200 month, 
MEDICAL RESIDENCY—Openings July |, 1956 room and board furnished; must speak 
‘ n Ist, 2nd and 3rd year program of fully fluent English; apply immediately for July 
cine approved three-year Residency in Internal Ist appointment. Kentucky Baptist Hospital, 
vchiatne Medicine: 800-bed University-affiliated county Leute, Kentucky, H. L. Dobbs, Admin- 
medica! general hospital. Apply: L. A. West, M.D., ve 
and e- Medica! Director, Los Angeles County Har- , . 
c i ies . Wect 9 ANESTHESIOLOGY RESIDENCIES—University 
* vee = ee ee 1124 West Corson of Utah and affiliated hospitals, ist year 
adiacest Street, Torrance, California. and 3rd year available now and July Ist. 
Veterans ‘ : ’ Active teaching — excellent salary; 
E. 6 APPROVED RESIDENCIES—Internal Medicine fully approved. ntact: Carter M. Ballin- 
oan available quarterly, Veterans Administration ger, M.D., Division of Anesthesiology, Uni- 
* ont a Center, Dayton, Cele: 34 yeer progrem. versity of Utah, Salt Lake City, Utah. 
; p required 
Cc; amps veed ~ Ohio State University Medical 
nsultative 





School. Salary $2840-$3550 per year. Ap- 
inics and aeimee tor tandiie ater Geiie tan on. PRINTING and RECORDS 











— be Apply: Dr. S. Simerman, Chi ef Medical 
Cniver Service, VA Center, Dayton, Ohio. 

persona 
satel op CHIEF RE Surgery , 

a alleed a Ae Roe Ve 

research in gt n suk urb: ear N * 3| Me 3 

ae r F is eae Printing , Patients Records, 
e@ soci ° i 
4380, in ELLOWSH1PS—eveilable: approved in Ane Bookkeeping Systems & Files. 
hy ee teen tie Cee enon PROFESSIONAL PRINTING CO., INC 
< atte alge stata SI ee . NEW HYDE PARK, N. Y 

er, M.D New Orleans 2!, | na 
Jniversit 
ana. 
oun SOLID BRONZE NAME SIGNS 
tirements Cast, raised letters, drilled, with screws 
assistant 3” x 12" $12 60 
ents; ap oo 14 . $19.60 
sining oF 5” x 16 $28.00 
ning and : x 1 rrg 4 
7 oe $14.7 

<= 4” x 16 $22.40 
al hea 7 5” x 18 $31.50 
472; mus ce 6” x 20° $42.00 
lic healt ? . IAN AND SURGFON 3” x 16 $16.80 
must be Pe 4” x 18" $25.20 
Virginie 5” x 20’ $35.00 
tion, and , . omen : - 6” x 25 $52.50 


of Lal Other sizes 35e per sq. in. Minimum, $7.00. Signs with wording on both sides 60c per sq. in. 
fad COLLECT PLEASE SEND CHECK WITH ORDER 
LAUER METAL SHOP e 1516 E. Baltimore Street © Baltimore 31, Md. 
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RESIDENT RELAXER 
(puzzle on page 13) 
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WHAT’S THE DOCTOR’S NAME? 
(from page 121) 


The is Oliver St. 


Gogarty. 


doctor John 


VIEWBOX DIAGNOSIS 
(from page 15) 
HEAVY METAL 

POISONING (lead) 
Note densities at the ends of 
the metaphysis due to de- 


position of lead at the grow- 
ing ends. 


MEDIQUIZ ANSWERS 
(from page 122) 


2(C), 3(A), 4(D), 
7(A), 8(B), 9(A 
12(A), 13(A), 
16(D), 17(B), 
20(D). 


1(A), 
6(D), 
11(D), 
15(C), 
19(D), 
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5(C), 
), 10(B), 
14(D), 
18(A), 
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routine 
physiologic 
support 
for your 


aging 
patients 


“therapeutic bile” 


DECHOLIN’ 


one tablet 4.i.d 


to improve liver function! 
to produce fluid bile? 


to restore intestinal function 


Clinical evidence substantiates 
the value of hydrocholeresis with 
Decholin as routine adjunctive 


therapy in older patients 


(1) Schwimmer, D.; Boyd, L. J., and 
Rubin, S.H.: Bull. New York M. Coll 
16:102, 1953. (2) Crenshaw, J. } 
Am. J. Digest. Dis.“/7:387, 1950 
(3) King, J. ¢ Am Digest. Dis 


22:102, 1955 


(dehydrocholic acid, Ames) 
dium (sodium dehy 


igeres 


rf AMES COMPANY, INC 
oe Elkhart, Indiana 


Ames Company of Canada, Ltd., Toronto 





Sick patients 
need food for therapy 


THAT MAN MUST EAT to remain 
well is a concept as old as 
medicine. But only recently has 
it been established (1) that nutri- 
tional needs are increased in 
illness; (2) that food sufficient to 
meet these needs is well utilized, 
and (3) that therapeutic nutri- 
tion prevents many of the debil- 
itating effects of disease and 
injury. 


Unfortunately, because of the 
anorexia accompanying illness, 
effective nutritional therapy re- 
quires added care on the part of 
the physician. Food comes from 
familiar kitchens and lacks the 
impressive aura of more dramatic 
therapeutic agents. Thus it is 
often difficult to convince the 
patient that food, too, is thera- 
peutic—that although drugs may 
arrest disease only food can re- 
pair the ravages of disease. 


Whatever the nutritional prob- 
lem—whether caused by ano- 
rexia, mechanical difficulty in 
eating or limitation of gastric 
capacity or tolerance—only an 
assured food intake will solve it. 
The use of Sustagen, a food 
formulated for therapeutic nour- 
ishment, will overcome many 
difficulties in the therapeutic 
feeding of sick patients. A foun- 
dation for therapy thus may be 
established. 


The development of Sustagen 
exemplifies the continuous effort 
of Mead Johnson & Company to 
provide the medical profession 
with products basic to the man- 
agement of illness and the res- 
toration of health. 





Sustagen 


Therapeutic Food for 
Complete Nourishment 


Sustagen® is the only single food 


which contains all known nutritional 


essentials: protein, carbohydrate, 


fat, vitamins and minerals. It may 


be given by mouth or tube as the 


only source of food or to fortify the 


diet in brief or prolonged illness. 


Sustagen 





repairs tissue 
restores appetite 
overcomes asthenia 
in 

virrhosis 

peptic ulcer 
geriatrics 
infections 

trauma 

chronic disease 


—_ aa} SYMBOL OF SERVICE IN MEDICINE 





MEAD JOHNSON & COMPANY - EVANSVILLE 21. INDIANA. US A 








we 


